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Abstract
There is a growing critical care nurse staffing shortage with increases in nurse vacancy rates.
Moral distress has been exacerbated by the SARS-CoV-2 (COVID-19) pandemic and, in
particular, impacting critical care nurses. COVID-19 is a significant contributor to staffing
shortages and continued nursing crisis. Thus, the impetus for the Problem of Practice (PoP): the
lack of support to address the psychological, emotional, and spiritual distress suffered by critical
care registered nurses in a tertiary care hospital in Central Ontario. To comprehend the realities
of working in the intensive care units, leaders must first understand nurses’ lived experiences,
narratives, and what it means to work on the frontline in an intensive care unit. The
Organizational Improvement Plan (OIP) is underpinned by interpretive phenomenology and
authentic and transformational leadership approaches. Lewin’s three-stage force field model of
change theory is utilized for leading change and Burke and Litwin’s performance change model
for the organizational analysis. The overall goal of the OIP is to implement a change plan that
brings leaders and critical care registered nurses together to co-create support program(s) to
address critical care nurses’ psychological, emotional, and spiritual distress, decrease nurse
attrition, and enhance critical care nurses’ well-being.

Keywords: moral distress, nursing shortage crisis, intensive care nurses, burnout,
COVID-19
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Executive Summary
A challenge facing critical care registered nurses (CCRNs) is the mass exodus of nurses
leaving intensive care units. During the peak of the third COVID-19 wave, the number of
critically ill patients “exceeded 180% of pre-pandemic historical averages” (Barrett et al., 2021,
p. 1). In 2000, the Registered Nurses Association of Ontario (RNAO) published a report
sounding the alarm of the impending nursing shortage and provided recommendations for
government and organizational leaders to develop guidelines focusing on healthy work
environments to ensure recruitment and retention of nurses is optimized while stabilizing and
strengthening the profession in Ontario. Pre-pandemic, the Canadian Federation of Nurses
Union reported exponential nurse workload because of being understaffed, high patient acuity,
and a decline in nurses’ health (RNAO, 2021). Subsequently, the COVID-19 pandemic has
significantly impacted the CCRN human health resource, therefore straining Ontario’s critical
care system (Barrett et al., 2021). Increased moral distress and emotional exhaustion have an
overwhelming number of CCRNs leaving intensive care units or the profession altogether (Ariste
et al., 2019; Burmeister et al., 2019; “The Covid-19 Effect,” 2021).
The problem of practice (PoP) impacting critical care nurses is the lack of support to
address the psychological, emotional, and spiritual distress suffered by CCRNs in a tertiary
hospital in Central Ontario. The goal of the Organizational Improvement Plan (OIP) is to
optimize CCRNs and leader collaboration to co-create support program(s) to decrease moral
distress and enhance nurse well-being. Currently, programs within Excelicare Hospital are
grounded in a positivist paradigm underpinned by evidence-based practice; however, what has
not been considered is the importance of interweaving the art and science of nursing and the
influence narratives, lived experiences, and existentialism have on addressing the emotional
labour (Theodosius, 2008) of the work CCRNs perform.
Chapter 1 describes Excelicare Hospital (ECH) from diverse perspectives and provides an
overview of the organizational context and structure, including the mission, vision, and values of
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the organization. An interpretive phenomenology perspective underpins the OIP and authentic
leadership (George, 2003) and Kouzes and Posner’s (2017) transformational leadership
approaches align with the PoP and a humanistic paradigm overarching the OIP.
The leadership position and statement are described from various career trajectory
perspectives. The PoP is framed using Bolman and Deal’s (2017) four-frame model, a PESTEL
analysis was completed, and the internal and external drivers are discussed. An assessment of
the organization’s readiness for change, including positive and negative factors influencing the
change process, was described.
In Chapter 2, the PoP is explored through authentic and transformational leadership
approaches. To address the PoP and the appropriate framework for leading the change process,
several theoretical frameworks were considered. However, Lewin’s (1951) three-stage force field
model of change theory was chosen for several reasons: (a) the simplicity of the model is easy to
understand and CCRNs are familiar with Lewin’s model; (b) given the overwhelming
environment and stressors CCRNs encounter, a complex model would not have encouraged
CCRNs to participate in the change process. The critical organizational analysis identified
several gaps in ECH’s system. Burke and Litwin’s (1992) performance change model, which
allows for an open system approach to understanding ECH was instrumental in understanding
ECH from a macro and meso level system. Furthermore, four solutions to address the PoP were
proposed based on the guiding questions illuminated from the PoP, literature, and goal of the
organizational improvement plan. The interrelationship, benefits, consequences, and financial
cost were compared, and a priority solution was identified. The solution for the OIP has the
potential to increase retention of CCRNs working in intensive care units because nurses’ voices
will lead the development of support program(s) for CCRNs, which will be designed by frontline
nurses who understand what is needed to survive the unforgiving environment of working in
intensive care units at a tertiary hospital. Finally, diverse ethics, equity, and social justice
perspectives are explored.
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Chapter 3, outlines a detailed implementation change plan and a robust communication
plan. The importance of threading interpretive phenomenology, authentic, and transformational
leadership is essential because a humanistic paradigm captures the essence of the OIP. I
acknowledge, as the change leader, that it is vital to ensure the monitoring, evaluation, and
communication are vital for the success of the OIP and for sustained change. The change plan
further aligns with ECH’s (2021) strategic plan, gap in literature, and the profound need to
support nurses beyond a Cartesian lens. The community of practice formed will use PDSA cycles
to implement the chosen solution—co-creating support program(s)—through collaboration
between CCRNs and leaders. The evaluation will include pre- and post-analysis of Excelicare
Hospital Employee Engagement Survey (2021a) and the health-related quality of life
questionnaires (“Assessment: Health-Related Quality of Life,” 2010) to evaluate the progress
and maintain the momentum that is imperative for the plan. The communication strategy must
be consistent and include the community of practice members and leaders. As the change leader
and Program Director, I will need to ensure diverse mediums of communication are utilized. It
is important that CCRNs’ questions are answered and leadership is visible until the completion
of the change implementation plan.
The OIP has an opportunity to address CCRNs’ psychological, emotional, and spiritual
distress and well-being to enable nurses to continue working in intensive care units throughout
their career trajectory. Knowledge mobilization and translation will be achieved by presenting
the findings from the OIP with professional critical care organizations, at conferences, in
publication, and at Ministry of Health - Critical Care Services Ontario committees and working
groups. The support program(s) also has the feasibility to be integrated across intensive care
units across Canada and internationally.
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Definitions
Aesthetics: Distinguished from science by the recognition that artistic acts and
meaning are expressive rather than merely formal or descriptive. Knowledge gained from
subjective and existential experiences are unique to meaning forged between persons, and
genuine knowledge is greater than discourse alone (Carper, 1978).
Art of Nursing (artful ways of being): proposed using three concepts—the art of
nursing, presence, and caring—as a framework or theory of nursing practice. The concept
synthesis of the art of nursing concluded that nursing is an artful practice based in empirical and
metaphysical knowledge (Finfgeld-Connett, 2008b, as cited in Henry, 2018, p. 48).
Being: a person or thing that exists, or the state of existing: human/living beings
(Cambridge Dictionary, 2022).
Benner’s (2004) Novice to Expert:
Novice: Novice nurses do not understand contextually based rules, they do not assume
responsibility for consequences and follow concrete rules. Novice nurses are focused on
tasks, and they have difficulty deviating from task based care (p. 191).
Advanced Beginner: Nurses in the advanced beginner stage follow rules that are
situational, they recognize abstract concepts and are able to answer how questions.
These nurses have the ability to set goals, but the goals are often not reasonably set
(p. 192).
Competent: During the competent stage, nurses are able to prioritize hierarchical
procedure decision making, although their problem-solving ability is slow and with
detached reasoning. These nurses accept responsibility for their actions (p. 194).
Proficient: A nurse who transitions to the proficient stage uses intuition and past
learned experiences. They respond intuitively but respond in a calculative manner,
essentially ignoring the initial intuition (p. 196).
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Expert: An expert nurse practices with mature understanding, and tacit knowledge
informs decision making. Expert nurses perform without reflecting on the everyday
nuances, but they do engage in reflection when considering alternate options with
critical situations. These nurses incorporate years of lived experiences to inform care
(p. 198).
Canadian Nurses Association: The Canadian Nurses Association is the national and
global professional voice of Canadian nursing. It represents registered nurses, nurse
practitioners, licensed and registered practical nurses, registered psychiatric nurses, retired
nurses, and nursing students across all 13 provinces and territories (CNA, 2022).
Chief Nursing Executive/Chief Nursing Officer: the CNE/CNO is responsible for
nursing activities throughout the organization and reports directly to the Chief Executive Officer
or Medical Officer of Health/Senior Management Team as a senior member of executive-level,
decision-making management (RNAO, n.d.-a).
Critical Care Services Ontario: “Established in 2005, Critical Care Services Ontario
(CCSO) led the implementation of Ontario’s first Critical Care Strategy and now centrally
coordinates and develops integrated system solutions for critical care and specialty programs
aligned with critical care” (CCSO, n.d., para. 1).
Critical Care Registered Nurse: Critical care nurses provide specialized care to
patients experiencing a life-threatening or potentially life-threatening illness. This care is
complex, intensive, and continuous. Nursing attributes required to practice critical care nursing
include advanced theoretical knowledge, critical thinking, advanced problem solving,
responsible leadership, advocacy, judgment, and sound communication skills (CCSO, 2018).
College of Nurses of Ontario: The College of Nurses of Ontario (CNO) is the
governing body for Registered Nurses (RNs), Registered Practical Nurses (RPNs), and Nurse
Practitioners (NPs) in Ontario, Canada. The nursing profession has been self-regulating in
Ontario since 1963. Self-regulation recognizes that Ontario’s nurses have the knowledge and
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expertise to regulate themselves as individual practitioners and to regulate their profession
through the College (CNO, n.d.).
Humanistic Paradigm (approach): Illuminates the values and meanings central to
a person’s lived experiences that are shared and integrated into nurses’ practice, enabling nurses
to recognize their self-actualization (Fawcett, 2020). The nurses’ practice is underpinned by
phenomenological processes “reflection focusing on “synthesis and wholeness rather than
reduction and logical analysis” (Kleiman, 2010, as cited Fawcett, 2020, para. 1).
Late-Career Nurses: Late-career nurses provide opportunities to utilize their
knowledge, skills, and expertise in less physically demanding alternate roles. Through the Late
Career Nurse Initiative. Late-career nurses will advance projects that improve patient care
and/or the quality of work environments (MHLTC, 2019).
Ministry of Health: The Ministry of health is the second ministry as of June 2019. The
Ministry of Health introduced Ontario Health teams to provide a new way of organizing and
delivering care that is more connected to patients in their local communities. Under Ontario
Health Teams, health care providers (including hospitals, doctors and home and community
care providers) work as one coordinated team - no matter where they provide care” (MOH,
2022).
Ministry of Health and Long-Term Care: The Ministry of Health and Long-Term
care works to ensure Ontarians receive access to the quality long-term care they deserve, in a
safe, home-like environment when and where they need it (MHLTC, 2021).
Moral Distress: “Moral distress occurs when one feels unable to take what they believe
to be an ethically appropriate or right course of action, including avoiding wrongdoing or harm,
because of institutionalized obstacles. It is a psychological response to an experience of moral
conflict or moral constraint, which is especially likely to occur during public health emergencies
and in other situations when there are extreme resource limitations affecting patient care and
the safety of health care workers” (Canadian Medical Association, n.d., p. 1).
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National Health Service: in Great Britain, a comprehensive public-health service
under government administration, established by the National Health Service Act of 1946 and
subsequent legislation (Tikkanen, 2013).
Photovoice: “Photovoice is a participatory action research method that employs
photography and group dialogue as a means for marginalized individuals to deepen their
understanding of a community issue or concern” (Empowering the Spirit, 2022, para. 1).
Point of Care Nurse: the point in time when a nurse delivers healthcare products and
services to patients and their families at the time of care (Ebell, 1999).
Post-Traumatic Stress Disorder: Post-traumatic stress disorder (PTSD) is defined
as “a mental health condition that’s triggered by a terrifying event — either experiencing it or
witnessing it” (Mayo Clinic, 2018, para, 1).
Registered Nurses Association of Ontario: “The Registered Nurses’ Association of
Ontario (RNAO) recognizes and celebrates diversity in the nursing profession. The association
remains dedicated to empowering its members from different communities and health sectors.
It brings members’ voices, perspectives, and experiences to the forefront and mobilizes action to
improve health care for all” (RNAO, n.d.-b, para. 1).
Relational Work: Relational practice requires nurses to comprehend persons from
“diverse socio-economic, cultural and political context, and appreciating how this context affects
their relationships and experiences” (Emmamally et al., 2020, p. 2).
Self: the union of elements (such as body, emotions, thoughts, and sensations) that
constitute the individuality and identity of a person (Merriam Webster, 2022).

1
Chapter 1: Introduction and Problem
The overwhelming challenges facing the nursing profession have reached a critical point
in healthcare (Grinspun, 2021). For decades, Critical Care Registered Nurses (CCRNs) have
continued to work in stressful environments, including witnessing significant loss of life, high
patient acuity, increased workload, insufficient staffing, and workplace culture contributing to
incivility and bullying (Anthony & Liners Brett, 2020). The discourse characterizing nurses as
Supernurse (Steege & Rainbow, 2017) or Nurse as Hero (Mohammed et al., 2021) have further
contributed to the façade that nurses can endure beyond what is humanly possible. Moreover,
the effects of the Severe Acute Respiratory Syndrome Corona Virus 2 (SARS-CoV-2) known as
COVID-19 (World Health Organization [WHO], n.d.) have contributed to a mass exodus of
nurses, a rise in compassion fatigue, and secondary traumatic stress (Hooper et al., 2010;
Mottaghi et al., 2020), and lack of self-care has brought CCRNs to their breaking point (Ford,
2020; Grinspun, 2021; Sagherian et al., 2020).
In this chapter, Excelicare Hospital (ECH) (pseudonym) is explored from multiple
standpoints, and an overview is provided of the organizational context, my leadership agency,
how the Problem of Practice (PoP) is framed, key questions emerging from the PoP, my vision
for what needs to change, and ECH’s readiness for change. The PoP and subsequent
Organizational Improvement Plan (OIP) illuminate the importance for ECH leaders and CCRNs
to come together to explore existing ideologies and contexts that need to be (re)examined if
leaders and nurses are to glean insight into the importance of interweaving the art with the
science of nursing.
Organizational Context
To glean insight into the PoP and OIP one must comprehend the essence of CCRNs’
work, which is centred on caring for the most critically ill patients within ECH and Ontario. The
artistic acts of therapeutic touch, nursing with the heart, and establishing meaningful
connections (Galvin, 2010) that cannot be explained or understood by a positivist and
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reductionist manner (Schwind & Manankil-Rankin, 2020; Watson, 1988) have resulted in the
need to explore discourse outside the realm of a biomedical science that influences decisionmaking at ECH. Thus, conversations are re-emerging that are centred on the value of humanistic
and holistic ways to help CCRNs.
Excelicare Hospital Organizational Profile
For centuries, healthcare organizations have been influenced by medical models of care,
especially in intensive care units, which has inadvertently resulted in science becoming CCRNs
nurses’ priority focus, despite the impact on nurse well-being (Khan et al., 2018; Mohammed et
al., 2021). The influence of evidence-based practice, the Ontario Ministry of Health (MOH)
directives, and quality care indicators contribute to a culture grounded in empiricism and often
overshadows the reality of CCRNs’ lived experiences. ECH (2021) is located in an affluent
geographical area in Central Ontario. ECH opened its doors approximately 75 years ago and
currently employees 12,000 staff. There are approximately 2,100 beds, 40,000 acute
admissions, about 700,000 patient visits per year (ECH, 2021b). ECH has a world-renowned
reputation for leading healthcare, improving the patient experience through specialized care,
and clinical research. ECH continues to advance integrated health systems to meet the needs of
patients throughout the region, province of Ontario, and beyond. ECH is strongly influenced by
a positivist paradigm because evidence-based practice, data, and science inform decision
making and strategic direction.
The mission, vison, and values are the foundation for ECH’s high performance and,
essentially, how the organization is perceived internally and externally (Harvey et al., 2015).
ECH’s mission statement is clear: patients, families, and staff are prioritized. Affiliating with
academic partners and health system providers enables ECH to lead by discovery, innovation,
teaching, and learning (ECH, 2021d). ECH’s (2021d) vision focuses on innovation and the future
of healthcare. ECH’s values reflect pride, respect, compassion, accountability, and excellence.
The mission, vision, and values align with the OIP because a system approach is needed to
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address CCNRNs’ overwhelming stressors and their well-being. It is through engagement,
collaboration, and trust that organizational contexts shift and new perspectives are gleaned for
leaders and CCRNs working within ECH.
Organizational Structure
The organizational structure within ECH is hierarchical, resembling a control design
with a vertical direction (Appendix A) congruent with the Industrial Age and leadership style,
which is grounded in guiding subordinates, planning, organizing, leading, implementing,
controlling, and evaluating (Murphy & Riggio, 2003). Leaders within ECH are focused on
functionality, well-designed processes, and performance is highly valued (Porter-O’Grady &
Malloch, 2007). Although, ECH’s organizational structure is hierarchical, the senior leadership
team’s vision extends beyond the brick-and-mortar; the decision making is strategic and
adjusted in response to political, financial, economic, environmental, and technological
pressures (Porter-O’Grady & Malloch, 2007). The President-CEO created a task force to address
racism and inequity; members of this task force consist of diverse key stakeholders that inform
the trajectory of the important work to bring awareness internally and externally: for instance,
community, academic, and international partners (ECH, 2021d). The past year, senior leaders
have emphasized the need to implement social justice, inclusion, diversity, and multiculturalism
to the work done within ECH, including its policies and strategic plan. These steps are
promising for the future of the organization and staff employed at ECH. Leaders within the
organization understand the evolution of healthcare and the need to shift discourse towards that
of wellness and reframing traditional standpoints beyond quantifiable outcomes that include
mental health support, work-life balance, and senior leadership presence on the frontline, which
aligns with ECH’s philosophy.
Broader Context from a PESTEL Lens
The political, economic, social, technological, environmental, and legal (PESTEL)
analysis is warranted to better comprehend the broader context of ECH (Thakur, 2021) that is
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multifaceted and complex. The PESTEL analysis is a strategic management tool widely utilized
in the healthcare sector to better understand healthcare systems (Alim & Wening, 2021).
Political Analysis
Government and nurse leaders are aware that the nursing profession is in crisis (Buchan
et al., 2022; WHO, 2020). Leaders are now examining the working conditions, environment,
and stressors affecting CCRN nurse attrition (WHO, 2020). Critical Care Services Ontario
(CCSO; 2019) reported that although turnover was decreased for full-time nurses working in
intensive care, the distribution of employee exits from organizations by age group showed a
“higher volumes of exits (excluding retirement) from younger age groups and nurses under 40
years-old represented 57% of exits” (p. 10). Nurses with less than three years’ experience
working in an organization are the “largest groups leaving for both the under 30 and 30 to 39
age groups. The group with less than 3 years with an organization represents almost 30% of
exits” (p. 10). Healthcare for the most critically ill patients is at risk if leaders do not explore
with CCRNs what is needed to address the attrition of valuable health human resources—the
nurses. In addition, Doris Grinspun (2021), President of the Registered Nurses Association of
Ontario (RNAO), suggested that retention is key to ensuring RNs remain in the profession.
Grinspun further suggested that Bill 124 is pushing RNs away from the bedside because the Ford
Government of Ontario enforced a one percent increase in pay every 12 months for the next
three years (Bethlenfalvy, 2020). Although, Bill 124 (Bethlenfalvy, 2020) is a strategy to ensure
healthcare sustainability, what government leaders do not comprehend is that without RNs,
healthcare systems will crumble.
The Conservative Party for Ontario unveiled the 2022 Budget in particular identifying
the Healthcare Pillar “A Plan to Stay Open,” which focuses on investing significant monies
including hospital infrastructure, retention bonuses for nurses, education and training, and
home care (Bethlenfalvy, 2022, para. 7). Although, Bethlenfalvy’s (2022) Budget is concise, what
is not mentioned was a detailed plan on what support and infrastructure hospitals will be given

5
to support recruitment and retention of healthcare professionals especially CCRNs working in
sub-specialty intensive care units. ECH is facing significant CCRN shortages because many
regional programs make up the sub-specialty care required by patients within Ontario. Thus,
resulting in ECH’s inability to close intensive care beds or decline accepting Provincial Life or
Limb (MHLTC, 2013), whereby, patients requiring access to acute care services within four
hours of injury to improve outcomes for patients who are life or limb threatened (MHLTC,
2013). Thus, increasing the burden of critically ill patient care on CCRNs.
CCSO (2022) works collaboratively with leaders, MOH, Ontario Health, and health care
providers providing a provincial perspective to ensure hospitals have robust surge capacity
protocols, structures, processes, and evidence-based practices align with MOH and Ontario
Health principles. Two key initiatives are a result of lessons learned from the initial waves of the
COVID-19 pandemic. One, lesson learned was the lack of communication and frontline staff
questioning their safety because of insufficient personal protective equipment (Jessop et al.,
2022; Lake et al., 2022) available for frontline staff. Resulting in the creation of a Personal
Protective Equipment Corporate dashboard (ECH, 2020a) identifying in-house stock, type of
equipment available and quantity. At ECH this initiative has resulted in transparency and
communicates to frontline staff that their safety is important. A second initiative was
identification of the psychological and emotional distress, which resulted in ECH implementing
Code Lavender to assist frontline staff with coping with stressors from their work; in partnership
with Spiritual Services, ECH now has a corporate policy to support Code Lavenders for staff
(ECH, 2020b).
Economic Analysis
Of significant concern is the nursing shortage, especially staffing intensive care units
because of nurse attrition and the number of full-time vacancies because of unmet labour
demand: budgeted but vacant positions (Ariste et al., 2019). The full-time equivalent (FTEs) of
CCRN required to safely staff an intensive care unit affects the micro level (ECH), and vacant
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FTEs based on Critical Care Nursing Standards (CCSO, 2020) is measured at the macro level
(regional or national) by the CCRN shortage (Ariste et al., 2019; Buchan et al., 2013), ultimately
informing the nurse-to-patient ratio. When the number of FTE vacant positions (i.e., demand)
exceed the number of available trained CCRNs (i.e., supply) or if CCRNs are unwilling to work
(i.e., supply), this causes disequilibrium and affects CCRNs’ working conditions and workload.
The economic implications of the nursing shortage are also a result of CCRNs working
overtime and increased agency nurse use to backfill vacant positions (Ronnie, 2020). The
economic risk to healthcare organizations to meet legislated mandates to provide access to
healthcare is hindered because of insufficient CCRNs and the ability to safely staff funded
intensive care beds (Ariste et al., 2019; Grinspun, 2021). Also, there is considerable risk to the
patients because of increased fatigue due to working excess hours, lack of downtime, decreased
patient satisfaction, a decline in quality care, and increased mental health concerns (Ariste et al.,
2019; Fitzpatrick & Valentine, 2021; Khan et al., 2018). Unfortunately, this has resulted in
system failure contributing to nurses leaving the profession, increased sick leave, or exhibiting
secondary traumatic stress (Fitzpatrick & Valentine, 2021) because of challenging work
environment, high nurse turnover, and compartmentalization of feelings as a way of coping to
get through a shift (Fitzpatrick & Valentine, 2021; Sagherian et al., 2020).
Social Analysis
There has been a significant shift within the organization since COVID-19, the Black
Lives Matter movement, and the atrocities resulting from Residential Schools, in which senior
leaders recognize the psychological and moral distress staff members are experiencing. The
advocacy related to racism, exclusion, inequity, and decolonization has opened up the
conversation about Western colonial ways of knowing and the need to include other worldviews.
ECH senior leaders have mandated that social justice, fairness, equity, and inclusion be included
in policies and strategic plans (ECH, 2021d). This is a significant step towards holding all
persons accountable to respecting diverse perspectives, appreciating cultural and ethnic
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differences, and more importantly, cultivating a workplace where diversity, equity, and respect
are the norm. Perhaps senior leaders’ expectation of integrating a social justice lens will shift
CCNRs’ perspective of distrust and individualism towards one of togetherness (Wolfe et al.,
2016).
Technological Analysis
Intensive care environments are laden in science, technology, and overwhelm the senses
often resulting in barriers for person-to-person interaction (McGrath, 2008). Although
technology limits human-to-human interaction, the importance of decreasing patient error and
risk is of utmost importance and decreases moral distress on a nurse when they make an error
(McGrath, 2008; Tookes & Avant, 2020). Technology is a norm in intensive care units, but
leaders need to be mindful of the generation gap because senior nurses need support to adapt to
constantly changing technology. Without this support, senior nurses feel alone and struggle to
adapt to ongoing technological advances, therefore, adding to their stress resulting in them
choosing to retire early (Van Osch et al., 2018).
The specialized intensive care units at ECH are technological laden environments, one
aspect that was unexpected during COVID-19 was how frontline staff would communicate with
patients, families, and care providers (Bansal et al., 2022). ECH’s visitor restrictions and
Infection Practice and Control measures restricted visitors in the intensive care units. The visitor
restrictions added another layer of complexity to CCRNs because many nurses were taxed with
using virtual conferencing via iPads to facilitate family presence during a patient dying,
developing treatment and care plans, and family presence in decision making (ECH, 2020c;
Elma et al., 2022). Despite the learning curve for some CCRNs technology also provided a
lifeline for healthcare teams at ECH because the necessity to pivot to online education,
mentorship, and the need to bridge the generational gap for technology use was beneficial for
nurses (Li et al., 2021). It was extraordinary to observe novice CCRNs teaching and mentoring
experienced CCRNs on how to use videoconferencing and iPads to expand communication
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initiatives. More, importantly, despite the technological challenges CCRNs continued to provide
exceptional care by integrating ongoing dialogue with family and substitute decision makers
because the nurses were able to continue to provide patient and family centred care. Continuing
to practice according to the College of Nurses of Ontario’s Standards of Practice and maintaining
Therapeutic Nurse-Client Relationships (CNO, 2019) enabled persons within the circle of care to
stay connected (Elma et al., 2022).
Environmental Analysis
Healthcare ecosystems require leaders to be nimble, innovative, understand the context
in which they lead, and be open to differing worldviews, and most importantly, leaders must be
willing to use “self” as a conduit to enact change (Kouzes & Posner, 2017). The global COVID-19
pandemic has affected the healthcare system and, as a result, accelerated how ecosystems are
viewed among healthcare leaders. Within the ECH’s ecosystem, the priority remains on positive
patient outcomes, reducing operating costs because of funding constraints, and retention of
CCRNs (Ariste et al., 2019). The unprecedented rates of nurse attrition and vacant positions
(Ariste et al., 2019) are a reality and are presenting significant adverse effects on nurses and
patients (Nowicki et al., 2020). Losing CCRNs negatively impacts employee satisfaction surveys,
quality of patient care, mortality, staff morale, and retention (Mason et al., 2016; Nowicki et al.,
2020).
Theoretical Framework Influencing Excelicare Hospital
Neoliberalism continues to impact healthcare and health human resources because of
funding models within healthcare institutions (Eliason, 2015). Healthcare funding has evolved
because of political, economic, and environmental factors. The Provincial Government has
Integrated Bundled Care (Integrated Funding Models); Bundled Care means that a group of
healthcare providers receive a single payment to cover a full spectrum of care needs for
individual patients across their illness trajectory (MHLTC, 2018). Although Bundled Care
funding emphasizes efficient care and improved patient outcomes, what is not considered is the
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inevitable support and resources needed to address the human resources crisis (Enns &
Sawatzky, 2016; Platt, 2021). Neoliberalism mirrors a McDonalized corporate business model
because emphasis is not placed on human beings; rather, the priority is efficiency, tasks, and
patient care that is prescriptive and restrictive, thus affecting patient outcomes and point of care
nurses (Austin, 2011; Foth & Holmes, 2017). The inflexibility of a McDonalized approach causes
nurses to feel helpless because the art of nursing is not static: for instance, feeling conflicted
about their ability to provide care and spend the time needed with the patient or family, their
focus on tasks takes away from the artistic acts of the profession, resulting in feelings of
unhappiness, aloneness, and hopelessness (Enns & Sawatzky, 2016). The emphasis is often
focused on keeping intensive care beds open to avoid losing funding, but this is counter intuitive
to nurses’ work because the focus should be on the human beings in the beds (MacKusick &
Minick, 2010). Therefore, this has resulted in a system failure contributing to CCRNs leaving the
profession because a neoliberalist philosophy favouring measurable economic outcomes,
efficiency, and profit margins, while promoting individualism (Emich, 2018; Holmes & Lindsay,
2018; Platt, 2021), which is juxtaposed with nurses’ work because collectivism is imperative.
Giroux (2010) concurred that individualism, hedonism, and competitivism dominate
neoliberalist thought because compassion, weakness, and ethical and moral responsibilities are
unacceptable: Humanness should never trump market and economic priorities. However,
nurses’ work dwells within the essence of caring, compassion, and morality and must be
protected to empower nurses to practice in the manner the profession is to be enacted (Holmes
& Lindsay, 2018). It is important to emphasize that senior leaders care about the staff, and
although the organization functions under neoliberalist expectations, senior leaders have
engaged directors and middle managers to implement working groups, steering committees,
and task force groups to address morale, recruitment, wellness, and staff retention. ECH is a
world-renowned healthcare organization, and although hindered by neoliberalist influences,
senior leaders have made great strides and efforts in bringing attention to a holistic and just
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work environment. There is much work to be done, and leaders are tasked to model the way and
collaborate with all members of the team to engage persons in challenging the status quo and
promote a just workplace. Therefore, the following section discusses how my leadership position
and worldview informs the manner in which I lead and explains the leadership approaches that
influence me as a person, nurse, and leader.
Leadership Position and Lens: Situating Oneself as Leader, Advocate, and
Leadership Approaches
In the following section, I will discuss my leadership role, agency, power, voice, and
leadership approaches that inform who I am as a human being but also as a leader. I strongly
believe that intersubjectivity grounds the essence of my leadership position because it
encompasses a fundamental characteristic of human existence and illuminate ones’ humanness
(Drew, 2008). As a Registered Nurse (RN), my discipline and profession have influenced my
worldview because I am privileged to be invited to partake in a person’s most vulnerable
moments: pain, suffering, excitement, birth, and death. Through intersubjectivity, I have
learned to embrace diverse standpoints, challenge my biases and beliefs, and always ponder the
what if? Complex systems have influenced my career trajectory and have led me to paths I had
not considered. I am surrounded by dynamic and changing environments and the complexity of
navigating decision-making at multiple levels. Each interaction and experience have taught me
patience, mindfulness, to appreciate the importance of spatiality and temporality, and to be
open to learning other ways of knowing: for instance, personal, aesthetic, empirical,
emancipatory, and ethical, which enables me to appreciate a person is more than a sum of parts
(Chinn & Kramer, 2015; Davis et al., 2019).
Situating My Leadership Agency
Reflecting on my leadership agency within the context of the PoP and subsequent OIP, I
appreciate that my lived experiences have informed how I lead and what influences my
leadership approaches; more importantly, why I am passionate about the PoP. I have always
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been cognizant of how I mentor and coach as a leader; know when to lead by following; and why
I need to be sensitive to others’ cultural, personal values and beliefs, and ways of being (Avolio &
Walumbwa, 2014; George, 2003). I take great pride in establishing meaningful relationships
with the persons I interact and engage with on a daily basis. As an RN for 25 years, my career
has afforded me diverse opportunities that have shaped me. My clinical expertise and specialties
include critical care, cardiology, emergency, and trauma nursing. My experiences as a Clinical
Educator, Advanced Practice Nurse, and Patient Care Manager in critical care have enabled me
to expand my leadership approach, clinical reasoning, knowledge acquisition, and development
of tacit knowing and intuition (Benner, 2002; Polanyi, 1966). My current position as the
Director of Operations, Trauma Program has afforded me diverse perspectives and the ability to
appreciate that collaboration is imperative to cultivate unity, compassion, and relational ways of
being, especially if nurses are to survive the overwhelming stress, angst, and death experienced
on a daily basis (Vanderspank-Wright et al., 2020).
Wright and Neuberger (2012) suggested nurses who practice artfully exhibit humanity
where compassionate action is over abundant, thus bringing to the forefront of my mind equity
and fairness. I am aware and appreciate that every person within my team and organization
regardless of position or title comes to the “racial equity table from their unique lenses”
(McCray, 2020, p. 20). When I was a point-of-care nurse, I did not appreciate what this meant;
as a leader, I am mindful that political, socioeconomic, geographical, and environmental factors
may affect persons within my team. Our lived experiences and narratives have shaped who we
are, and I may not always know how social determinants of health and social justice influence
the concept of place: for instance, intrapersonal, interpersonal, physical, virtual, and spiritual
place (Cairns & Malloch, 2011).
Reflecting on the beginning of my career, I realize I was strongly influenced by a
positivist paradigm, grounded in science, evidenced-based practice, and medical models of care.
Until the moment that forever changed my perspective. It happened many years ago when an
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18-year-old boy was brought to the trauma room; he had been shot while walking home from his
shift at a fast-food restaurant in a case of mistaken identity. I still remember his polyester
uniform saturated with blood. He was talking on arrival, and within 15 minutes I knew Jason
(pseudonym) as a person—a human being. His hope was to one day study at the University of
Toronto and become an accountant. He told me about his dog, a chocolate lab, named Coco, and
the Frisbee competitions he and Coco had won. Despite heroic measures, we could not save his
life. Taking slow steps, I walked with the trauma surgeon to deliver the news to his mom, a
single parent. I sat in silence holding her hand for over an hour when suddenly she turned to me
and asked, “Were you, kind to him?” My response, “Yes, I was.” I proceeded to share what I
knew about Jason, and it was at this moment that I realized science could not begin to capture
the meaning of my interaction with Jason or his mom. It was the intersubjectivity and the
essence of our brief conversation that enabled me to answer truthfully, but also give his mom
and me a sense of peace—Jason was greater than the sum of parts (Watson, 2007).
Parse (2016) suggested the importance of co-creating of meaning and shared experiences
that create synergy among persons, grounded in humanness and sharing of narratives, can bring
connection and harmony to the bodymindspirit [author emphasis] (Watson, 2007). My lived
experiences and narratives have shaped my voice and view of power, and they have informed my
leadership approaches and agency. The manner in which I lead and follow is by embracing
authentic and transformational leadership approaches as the Director of Operations, Trauma
Program.
Authentic leadership emerged from George’s (2003) seminal work from his experiences
while working in the business sector. Authentic leadership aligns with the art of nursing, where
human beings are at the centre of every connection (Watson, 1988), and trust, values, and
purpose are paramount (George, 2003). Authentic leadership is situated in authenticity and
aligns with a humanistic paradigm, which necessitates human beings to be in tune with their
own Being, and the Self (Avolio & Gardner, 2005). This approach captures the essence of
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humanness and the importance of continuing to develop my personal growth and forging
meaningful relationships (George, 2003). Values, purpose, relationships, self-discipline, and
heart are the five tenets of authentic leadership (George, 2003). The tenets are aligned with my
leadership philosophy: the responsibility and accountability that enables me to lead with the
heart and mind (Avolio & Gardner, 2005; George, 2003).
Authentic leadership enables leaders and followers to come together, be flexible in
encounters, have positive working relationships, and have a willingness to foster innovation,
collaboration, and participation for the greater good (Azanza et al., 2013; Northouse, 2019a). In
addition, when nurses are empowered and invited to engage in meaningful relationships,
perhaps, they will collaborate with leaders and contribute to program(s) development that will
meet CCRNs’ needs. Comprehending CCRNs’ lived experiences and cultivating authentic
relationships shapes how I learn to lead with compassion, ethics, morals, and self-awareness
(Coladonato & Manning, 2017). This may result in nurses feeling heard and may provide the key
for addressing the nursing shortage, retention, and nurse well-being, which is the foundation for
the PoP and subsequent OIP. Interweaving authentic leadership with the art of nursing enables
me to lead with honesty, transparency, and ethically (Banks et al., 2016; Walumbwa & Hartnell,
2011).
Transformational Leadership
Transformational leadership is the dominant leadership approach within ECH (2020).
Burns (1978) suggested transformational leadership is inspirational and based on motivating
followers to achieve the best possible outcomes, including performance. The leader creates and
provides a vision and influences followers to accomplish the goals that flow from said vision.
Achievement of goals is actualized by exhibiting enthusiasm and optimism (Geier, 2016). In the
mid-1980s, Bass would further expand Burn’s work by suggesting that transformational leaders
are tactful in engaging the follower; thus, followers can satisfy higher needs. Because the focus is
on the follower, there is a moral, ethical, and emotional component underpinning
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transformational leadership (Eagly & Carli, 2003; Northouse, 2019b; Sverre, 2019)
Transformational leadership’s overarching effect occurs when employers inspire employees to
achieve their goals, collaborate, act as role models, mentor, and encourage innovation and
creativity. Everybody experiences a win-win situation (Geier, 2016; Northouse, 2019b; Rowold
& Heinitz, 2007). Furthermore, Luzinski (2011) suggested transformational leaders have the
capability to learn and develop strong vision, well-established philosophy, communicate
effectively, anticipate others’ needs, and continually evolve and adapt to changes based on the
vision and strategic direction of the organization.
Authentic and transformational leadership are complementary, share conceptual overlap
(Malloy & Kavussanu, 2021) and are commonly used in large organizations, including
healthcare. Banks et al. (2016) conducted a meta-analysis of authentic and transformational
leadership, whereby the authors concluded that authentic leadership focused on group and
organizational performance, similarly to collectivism; whereas, transformational leadership
focused on task performance, leader effectiveness, job satisfaction, and follower satisfaction
with the leader (Banks et al., 2016). Both approaches are relevant in healthcare organizations
because outcomes are just as important as people (Malloy & Kavussanu, 2021).
Personal Agency in The Change Process
My position as Director of Operations, Trauma Program affords me the opportunity to
learn alongside and support Patient Care Managers, Advanced Practice Nurses, Clinical
Educators, Allied Healthcare Professionals (i.e., Social Workers, Physiotherapists, Occupational
Therapists, nurse researchers, Registered Respiratory Therapists, Speech and Language
Pathologists, and Dieticians), and point-of-care nurses. I view my position as a leader and
follower. I endeavour to advocate for CCRNs because this means I am advocating for the patient
laying in the bed and for everyone involved in the circle of care. My priority is for everyone’s’
voices to be heard; respect multiple perspectives; and advocate for social justice, equity,
diversity, and inclusion (Fitzpatrick & Valentine, 2021; Mottaghi et al., 2020; Twomey &
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Meadus, 2016). In my Director role, I work closely with senior leaders; thus, I have the
opportunity to bring attention to what is happening at the grassroot level (Schein, 2017). I
respectfully challenge the status quo, take necessary risks, and question past practices or
process. The values of compassion, fairness, equity, and inclusion are foundational to building
strong teams and fostering positive environments (Avolio & Gardner, 2005; George, 2003;
Kouzes & Posner, 2017). Furthermore, my clinical practice and role as Director has afforded me
the opportunity to be the voice and change agent to highlight the burden carried by nurses
because my own experience as a CCRN adds credibility. Currently, CCRNs are despondent,
feeling disillusioned, and verbalize they do not have the support needed to help them cope or
deal with how they are feeling (González-Gil et al., 2021; Paterson et al., 2020), thus, the
impetus for the PoP and the need for OIP.
Leadership Problem of Practice—Striving for Collaborative Change
The global critical care crisis and unchartered territory the nursing profession is
currently facing is unprecedented (Grinspun, 2021; Paterson et al., 2020). The work CCRNs
have provided in caring and managing the COVID-19 pandemic has resulted in traumatic stress
associated with lack of support, loss of personal and professional meaning, and decreased job
satisfaction, not because they cannot work as nurses but because they do not want to continue in
the profession (Nowicki et al., 2020). Government and healthcare leaders have been called upon
to explore innovative ways of managing and leading during the nursing shortage crisis
(Campion-Smith et al., 2020; WHO, 2020). Incidentally, COVID-19 has illuminated the
historical contexts plaguing nurses for decades (Mohammed et al., 2021). Pivotal discussions are
occurring among healthcare leaders because of the mass exodus of nurses (Ford, 2020;
González-Gil et al., 2021). Hence, examining the root cause for nurses’ angst and why they are
leaving the profession in droves needs to be prioritized. When leaders begin to listen and
comprehend, only then can debunking of existing ideologies within healthcare be re-framed.
Leaders have an opportunity to participate in re-envisioning the current state within ECH to
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meet the existential needs of CCRNs (Nowicki et al., 2020; Wolfe et al., 2016). Nurses are
hanging on by a thread; the increased workload and higher stress level have taken a toll on
CCRNs (Danella et al., 2017; Grinspun, 2021). Therefore, the PoP is the lack of support to
address the psychological, emotional, and spiritual distress suffered by CCRNs in a tertiary care
hospital in Central Ontario. The PoP illuminates the significance of the problem not only for the
nursing profession, discipline, ECH, but also the healthcare of persons requiring intensive care.
To better understand why CCRNs are leaving may require re-examining current
programs and conducting a needs assessment to ensure evidence based practice is interweaved
with holistic approaches: for instance, interweaving the epistemology/ontology, the art/science,
and positivist/naturalistic paradigms. Moreover, nurse leaders may need to consider that most
organizational programs are developed to measure advanced clinical knowledge and skills,
proficiency in carrying out medical directives, and understanding technology and advanced
algorithms (Vanderspank-Wright et al., 2020), which inform ECH’s targets and metrics needed
to operate according to MHLTC (2018) and Accreditation Canada (2021) standards. However,
what is often not considered as essential are the existential and coping strategies and support
systems nurses need to intersect with the quantifiable elements of programs (Sagherian et al.,
2020). Engaging CCRNs as key stakeholders and inviting them to collaborate with leaders and
be the change agents needed to challenge the status quo and verbalize and identify what CCRNs
need; only CCRNs can illuminate the gaps in the current intensive care system. Through mutual
sharing and transcending of experiences, relationships are established, resulting in transparency
and collaboration, which can identify how nurses cope and what strategies they may need to
ensure their emotional, psychosocial, and spiritual needs are being met, while forging
communities of practice.
Framing the Problem of Practice
The changing landscape of healthcare and the shortage of CCRNs has expedited ECH’s
commitment to support the PoP and subsequent OIP. Framing the PoP is crucial to fully
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comprehend the impact of not identifying the moral stressors that CCRNs face on a daily basis.
Next, a review of the literature is discussed and substantiates the importance of the need for why
change is required. The COVID-19 pandemic has illuminated the gaps in healthcare systems, the
dire state of CCRN human health resources (see Figure 1), and the importance of leaders
exploring ontological and existential ways of supporting CCRNs beyond the science
underpinning the work within intensive care units.
Supporting the Problem of Practice With Current Literature
The demands on nurses are overwhelming and soul consuming (Stockton & King, 2021),
and organizations need to explore existential ways of blending the art and science required to
care for frontline nurses (Ford, 2020; González-Gil et al., 2021). Buchan et al. (2022) and the
WHO (2020) have declared that the nursing profession is in crisis. Leaders need to heed the
nursing crisis warning to ensure healthcare is not crippled by the exodus of CCRNs (Grinspun,
2021). Since 2014, Ontario’s nurse-per-capita ratio has continued to steadily decline; this has
resulted in Ontario having the lowest nurse-per-capita ratio in Canada. This means, there are
“665 RNs for every 100,000 people, and Ontario would require 22,003 more working RNs to
reach the national average” (Whittaker, 2021, para. 4). The trauma that nurses are experiencing
is having a profound effect on their whole being, leading to psychological turmoil (Campbell,
2013; CCSO, 2020; Platt, 2021), and undoubtably may have long-term implications, including
post-traumatic stress disorder (PTSD), depression, and anxiety (Buchan et al., 2022; Danella et
al., 2017). A central idea gleaned in the literature is that studies have reported alarming statistics
about CCRNs suffering the burden of prolonged hardship and distress because of what is
required of them on a daily basis (González-Gil et al., 2021; Schroeder et al., 2020). Another
concerning trend in the literature included the reports of novice nurses finding the complexity of
working in critical care overwhelming, resulting in novice nurses feeling insecure, fearful, and
an inability to cope with the realities of working in critical care (Fallatah et al., 2017; Khan et al.,
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2018). As a result, many novice nurses leave the profession because of a lack of mentoring and
support of their learning needs (Lalonde & McGillis Hall, 2017).
Buchan et al. (2022) identified key findings from the COVID-19 pandemic, reiterating
that survey findings of nurses between 2020-2021 are extremely concerning. The authors
reported that of “3673 nurses surveyed between June to July 2020, 52% reported inadequate
nurse staffing and 47% or half the sample met the diagnostic cut-off indicative of PTSD and
were likely to suffer from anxiety and depression” (p. 20). In a separate survey with a sample of
1,705 frontline nurses surveyed between July to November 2020, the majority “reported high
chronic fatigue, poor quality care, high intention to leave the organization was evident for nurses
caring for COVID-19 patients” (Buchan et al., 2022, p. 19). The impact on patient care and safety
is concerning because without an adequate number of nurses, patients are at risk. The literature
also suggested that positive nurse well-being is associated with decreased risk and mortality to
patients (Jansen Perry et al., 2018). Catton (as cited in “The COVID-19 Effect,” 2021) argued
that post COVID-19, the health of nurses and the “nursing workforce could be the greatest
determinant of the health of the world’s population over the next decade” (para. 7).
Figure 1:
Intersecting the Literature and Moral Distress
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Note. Adapted from “Burnout in Hospital-Based Healthcare Workers During COVID-19,” by R.
G. Maunder et al., 2021. Science Table COVID-19 Advisory for Ontario, Science Briefs, p. 4.
(http://doi.org/10.47326/ocsat.2021.02.46.1.0).
Situating the Problem of Practice Within Interpretive Phenomenology
Dilthey (1976) sought to illuminate the uniqueness of human thought, subjectivity, and
interpretation—that of hermeneutics and phenomenology. Interpretive phenomenology is a
form of phenomenological interpretation that unveils meaning that is otherwise unseen in
phenomena (Guerrero-Castaneda et al., 2019; Spiegelberg, 1975). Heidegger (1962/2008) was
an instrumental philosopher who informed interpretive phenomenology by shifting human
science from an epistemology focus towards an ontological one by asking how might we know,
rather than what can be known. Heidegger asserted phenomenological hermeneutics requires
one to understand persons in actual situations, while Van Manen (1990) suggested
phenomenology strives to glean a deeper understanding of the essence of meaning and
experience. Phenomenology is not interested in explaining or controlling the world; rather, the
focus is on achieving direct contact with the world. For nurses to fully grasp the phenomenon
of relational approaches from an ontological standpoint requires developing a greater
understanding of their everydayness, seeking questions that may not have definitive answers,
and embracing an awareness of a human being as a whole person. Humanness invites fluid
discourse and sharing of narratives through language because language is central to meaning
and relationship building (Guerrero-Castaneda et al., 2019; Heidegger, 1962/2008; Van Manen,
1990). Thus, contributing to the essence of humanistic paradigm and illuminates the space that
grounds the profession.
A humanistic paradigm necessitates blurring binaries because genuinely being with a
person in bodymindspirit [author emphasis] opens opportunities and moments where nurses
learn through heuristic means by sharing personal experiences and become more authentic
(Campbell, 2013; Enns & Sawatzky, 2016). For instance, when nurses use dark humour: “a
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humorous way of looking at something serious or sad” (Collins, 2021, para. 1) to cope with
stressful situations, it may be easier for nurses to participate in jesting inappropriately or remain
silent; this may lead to feelings of alienation and a sense of disconnect from person to person
(Ford, 2020; Lake et al., 2021; Zuzelo, 2020). Humanness means to enter and share with the
nurse their experience, which may be enacted through touch, listening, closeness, silence, and
attentiveness (Campbell, 2013; Galvin, 2010). A humanistic worldview may foster safe
environments where human connections create safe spaces and places (Liddicoat, 2019) and
may potentially begin to illuminate what is at the root of the CCRN shortage.
Framing the Problem of Practice – Bolman and Deal’s Framework
It is important to comprehend ECH’s structure from diverse perspectives because one
view cannot encompass the complexity of this organization. To better understand ECH, Bolman
and Deal’s (2017) four frames of the organization are utilized. Bolman and Deal proposed a
unique means of understanding ECH through their four-frame model: structural, human
resources, political, and symbolic, which support healthcare governance and solutions and a
vision for ECH’s future (Fruehauf et al., 2015). ECH has robust orientation programs that
integrates the epistemological knowledge required to work effectively, efficiently, competently,
and safely. Coming together in shared governance includes interpretive phenomenological
perspectives of person-to-person interpretation of the experience (Galvin, 2010).
Structural Frame
Bolman and Deal (2017) defined the structural frame for organizations as the rules,
roles, goals, policies, technology, governance, workforce, and environment. Bolman and Deal
suggested social architecture; that is, “designing structures that allow people to do their best”
(p. 53), should be at the forefront of leaders’ minds and strategy. I concur with this statement
because COVID-19 has brought attention to the strengths and gaps in healthcare. In particular,
the challenges of an inadequate CCRN workforce and increased demands on critical care
services (Wynne et al., 2021). A crucial point of awareness is the unequivocal need for highly
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skilled, knowledgeable, and specialized nurses. Current literature has suggested that governance
structure, staffing, workload measures, mortality, and CCRN skill-mix are evidence of a topdown approach to decision-making (Buchan et al., 2022; Wynne et al., 2021). Despite intensive
care units being highly technical, dynamic, and an environment where nurses are caring for the
most critically ill patients, governance structures continue to be influenced by tradition and are
rigid. In the intensive care units, care is governed by processes of care and a solution-based
approach (Wynne et al., 2021). Wynne et al. (2021) asserted that “ICU care in the context of
COVID-19 has been rescued by nurses from the bottom up” (para 8.). Hence, the importance to
reflect on the work done by CCRNs and rethink the manner in which CCRNs can contribute to
governance within ECH but also to address the international CCRN nurse shortage, moral
distress, and interweave aesthetics into governance. CCRNs understand the realities of working
in the trenches, and linear and rigid policies and strategic thinking are no longer effective
because “complex healthcare systems do not respond in a linear way” (Braithwaite et al., 2020,
p. 3).
Human Resource Frame
The human resource frame is the most crucial frame in the model because human
resources are vital to ECH’s performance. Human resources include the needs, skills, and
relationships or any human element within an organization (Bolman & Deal, 2017). Currently,
orientation programs focus on measurable outcomes and the tasks, policies, procedures, and
certifications for working in intensive care (Ford, 2020). What is not considered are the
aesthetics and the explanation of the true reality of working in intensive care units (Parse, 2016;
Watson, 2008); what is taught in schools of nursing does not prepare nurses for the realities of
working the frontline. Without preparing nurses adequately, we stand to lose both novice and
expert nurses, thus compounding nurse attrition (CCSO, 2019). The organization has robust
standards and was recently awarded one of Canada’s best hospitals in 2020 (Harper, 2020).
However, nurse attrition and vacant positions are a reality; losing nurses negatively impacts
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employee satisfaction surveys, decreases the quality of patient care, increases mortality,
decreases staff morale, and increases staff attrition (Ariste et al., 2019; Buchan et al., 2013;
González-Gil et al., 2021). Two important facets leaders need to pay attention to is nurse skillmix and workload. A vast amount of literature supported what CCRNs have been verbalizing:
that is, that skill-mix impacts patient outcomes and poses higher risk to CCRNS. For instance,
when there are insufficient nurses available, temporary staff (i.e., agency, casual, redeployed)
nurses are sent to intensive care units. Although the extra pair of hands is welcomed, these
nurses are not adequately trained, and they cannot manage the complexity of critically ill
patients (Duffield et al., 2020; Wynne et al., 2021).
Political Frame
The political frame is underpinned by power and perceptions of power, which includes
authority dictated by the structural frame but also power obtained by skill set, personal
reputation, and personality traits (Bolman & Deal, 2017; Fruehauf et al., 2015). ECH has a
hierarchical and top-down structure. For instance, decisions are brainstormed between senior
leaders and directors, then when ideas are finalized, ideas are brought to middle managers for
input. Perhaps engaging middle managers earlier would empower managers to engage with the
frontline in more authentic ways of leading (Boamah et al., 2016). Managers are integral to
CCRNs remaining in the profession (Fitzpatrick & Valentine, 2021). When leaders fail to
recognize the effects of working short staffed, increased patient acuity, and increased over time
worked, the effects are devastating because it contributes to increased absenteeism, increased
sick time, and increase risk to patient and staff safety (Burmeister et al., 2019; Palmer &
Greenberg, 2020). Many CCRNs have already verbalized they cannot continue to mentor new
nurses (Chachula et al., 2015) because the demands of caring for critically ill patients are
overwhelming, and senior nurses themselves need much needed help (Sagherian et al., 2020).
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Symbolic Frame
Bolman and Deal (2017) stated the symbolic frame represents the vision for the
organization and refers to culture, meaning, and narratives, meaning the environment and
culture are crucial to move the organization’s vision forward (Fruehauf et al., 2015). To address
critical care nurse attrition and well-being, organizational leaders must first understand the
cultural elements informing “artifacts (visible and feelable structures/processes, and observed
behaviour); espoused beliefs and values (ideals, goals, aspirations, ideologies, and
rationalizations); and basic underlying assumptions (unconscious, taken for granted beliefs and
values, behaviour, perception, though, and feeling)” (Schein, 2017, p. 18). One must then seek to
understand CCRNs’ perspectives because only a nurse can reveal what is hidden; only nurses
can speak to their needs because they are the person living the realities and adversities they face
daily. ECH has robust staff improvement and educational opportunities, which reflect the
historical culture of being one of the world’s leaders in health. Nurses are encouraged to join
committees and working groups, and they are supported in educational and professional
development, both financially and flexibility with work schedules (ECH, 2020). However, since
COVID-19, committees, working groups, and nursing councils have been halted.
Broader Organizational Context
Considering the political implications of interweaving ontological ways of being into
support systems necessitates senior leaders to provide funding for programs necessary to
support CCRNs. If CCRNs continue to leave the profession, the results will be catastrophic.
Healthcare organizations require stable, highly trained, and fully engaged staff to provide
effective care. Leaders also need to acknowledge that qualitative outcomes are just as important
as quantitative metrics and together can meet ECH’s (2021c) Strategic Plan and quality
improvement indicators.
The importance of why change is needed to explore support program(s) to assist CCRNs
working in negative work environment and the lack of CCRNs’ well-being was explored in the
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previous section. Next, the two guiding questions informing the PoP and subsequently the OIP
are presented.
Guiding Questions Informing the Problem of Practice
The literature and healthcare leaders around the world are sounding the alarm: Nursing
is in crisis (WHO, 2020), and the pandemic has been “a major disruptor of nurse retention and
contributes to increased burnout and related to risks of higher turnover” (Buchanan et al., 2022,
p. 5). The effects of COVID–19 have resulted in nurses’ inability to continue working at the
bedside (Ford, 2020; Zuzelo, 2020). The first question informing the PoP illuminates the need
for healthcare leaders to openly collaborate with CCRNs to better understand what frontline
nurses need. The second question explores the existential needs of CCRNs and the support
program(s) needed to address the moral distress suffered by CCRNs and for them to achieve the
well-being needed to work in intensive care environments. Lastly, the third question explores
what wellness means to CCRNs working at ECH? These questions inform the POP and
subsequent OIP.
Question 1: How can organizational leaders collaborate with CCRNs to understand
nurses’ needs to develop programs to address nurse wellness and attrition?
Human experience is essential to understanding hospital, unit, and nurse culture.
Experiences shape persons and inadvertently influence how relationships are forged and what
underpins the culture (Schein, 2017). The benefits of supporting a collaborative approach
between leaders and RNs is that each person brings an understanding of ECH’s culture (i.e.,
nurse, unit, organization). Leaders who are open to exploring contemporary and out-of-the-box
problem solving may be the answer to begin to address the nursing shortage and retention of
nurses working in intensive care units. Statistics Canada (2021) recently published the Job
Vacancies, First Quarter 2021 Report; reporting that “49.4% of RN postings have been vacant
for over 90 days” (p. 2). Retention is key to address the nursing shortage in critical care, and
retention is necessary to balance the burden of care among the CCRNs employed by ECH.
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Therefore, leaders need to explore opportunities to recognize and engage RNs to make up for the
effects that Bill 124 has caused. This question focuses on the importance of participation and
collaboration from different levels of staff employed at ECH.
Question 2: What support systems do CCRNs need to address emotional, mental
health, and spiritual well-being?
Nurse scholars have studied the effects of moral distress and PTSD, and researchers have
suggested that CCRNs are greatly affected by their work (Danella et al., 2017; Khan et al., 2018);
the overwhelming effects of witnessing human suffering and experiencing traumatic or
unexpected death on a daily basis takes its toll on RNs (Campbell, 2013; González-Gil et al.,
2021; Wright & Neuberger, 2012). Most CCRNs suffer in silence because of their inability to
cope with the depth of human suffering witnessed daily (Campbell, 2013; Khan et al., 2018;
Mohammed et al., 2021). Corporate programs and initiatives do not plan for the impact the
environment or unit has on the bodymindspirit [author emphasis] and the importance of
acknowledging that some units contribute to increased moral distress (Danella et al., 2017;
Fahlberg & Roush, 2016). Leaders and CCRNs have an opportunity to challenge the status quo
on how corporate programs are developed to foster holistic means of addressing nurse distress
and well-being (Campbell, 2013; Ford, 2020; Read & Laschinger, 2015).
Campbell (2013) provided overwhelming evidence suggesting that spirituality may
mediate stress endured by CCRNs; being present when someone dies is not always a peaceful
experience and many RNs turn to prayers, spiritual care, and holistic practices to support them
in difficult times (Campbell, 2013; Parse, 2016; Watson, 2008). The second question illuminates
the importance for leaders to comprehend what support systems and/or resources are required
by CCRNs to achieve psychological, mental health, and spiritual well-being. In the following
section, I provide an overview of the vision for change, identify the priorities for change, and
lastly, identify the change drivers underpinning the PoP.
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Question 3: What does wellness mean for CCRNs working at ECH?
Nurse wellness was already a concern for many health leaders at ECH prior to the
COVID-19 pandemic. The Organizational Development Department had incorporated diverse
wellness strategies to assist staff, for example, mindfulness workshops and building personal
resilience (ECH, 2019). However, the results of the COVID-19 pandemic resulted in a significant
number of CCRNs exhibiting moral distress, PTSD, increased mental health, incivility, and
ineffective coping (Fitzpatrick & Valentine, 2021; Ford, 2020; Hawthorne & Gordon, 2020).
ECH’s proactive response was to provide virtual counselling and mindfulness sessions for all
staff at various times (days and evenings) and days of the week (ECH, 2020d).
To better understand how wellness was defined by CCRNs a survey was conducted,
resulting in priority themes: wellness spaces for staff to recharge, pet therapy, massage on the
units, recognition, work life balance, and mental health support (ECH, 2022a). By
understanding how CCRNs conceptually defined wellness leaders throughout the organization
were able to work with the nurses and develop wellness initiatives. For example, Human
Resources worked with donors to provide Patient Care Managers and Directors recognition
boxes. The recognition boxes consisted of thank you notes, pens, water bottles and coffee gift
cards (ECH, 2022b). Directors contacted academic institutions to partner with Massage Therapy
Programs to allow students to provide onsite massages to staff during the shift (ECH, 2022c). I
worked with the Program Chief to purchase massage chairs for each staff lounge within the
Trauma Program (ECH, 2022c). The feedback received from staff was positive, many staff
communicated they felt heard and that leadership was listening (ECH, 2022c).
Leadership-Focused Vision for Change
The gap between the current and desired state at ECH and alignment with the PoP is
described in this section. Priorities for change, including the internal and external change
drivers for the PoP, are discussed. Change in any organization is inevitable. The first step to any
change is acknowledging that change is needed (Deszca et al., 2019), and therefore, to foster
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relational ways of being, leaders must first understand a humanistic approach aligning with a
biomedical paradigm is required when assessing support systems and initiatives for CCRNs . For
the OIP to be implemented successfully, ECH leaders and CCRNs need to commit to working
collaboratively to understand why nurses are leaving intensive care and how to support nurse
well-being (Grinspun, 2021; Mohammed et al., 2021). The reality and current state are that
“pre-existing nurse understaffing and resource limitations have been exposed and amplified by
the pandemic” (Buchan et al., 2022, p 6). Therefore, emphasis needs to be on retention of RNs
by ensuring policies support safe work conditions, adequate staffing levels, and increased pay
and career opportunities (Buchan et al., 2022). Working collaboratively with key internal and
external stakeholders to identify bundled policies rather than individual initiatives is needed to
combat the moral distress and working conditions and to make nurse well-being a vision worth
striving for if healthcare for people is to remain intact (Mohammed et al., 2021; Van Osch et al.,
2018).
Government and organizational leaders have a moral and ethical responsibility to
monitor trends in healthcare domestically and globally because the workforce impact
assessment approach is vital to the supply and demand of CCRNs (Buchan et al., 2022). In
essence, nurses’ lived experience, practice, education, culture, values, and beliefs inform how
nurses perceive how they nurse and what nursing means to them and how to cultivate and
partake in meaningful interactions (Archibald, 2012; Hawthorne & Gordon, 2020). Interpretive
phenomenology uses the hermeneutic circle to invite interactions and understanding of
phenomena that are yet to be uncovered, and it is through the interpretive process that human
beings discover meaning and understanding (Allen & Jensen, 1990). If leaders are to glean
insight into CCRNs’ reality of working in intensive care units, then leaders must start listening to
CCRNs (Steinke & Elangovan, 2016). Therefore, my vision for change requires leaders and
CCRNs to move away from a fragmented way of being and towards one of openness, cultivating
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meaningful relationships and looking into the horizon to envision a greater purpose for self,
profession, and community (Kouzes & Posner, 1996).
Authentic leadership scholars, Walumbwa et al. (2008) stipulated that encouraging the
heart requires creating and embracing a culture grounded in respect, inclusion, and creating a
spirit of community. Therefore, equity, inclusion, and advocacy are embedded throughout the
OIP. The nursing profession is defined by multiculturalism, diversity of cultural beliefs, values,
and ethical and moral ideals (CNA, 2017). Current programs at ECH are grounded in a Western
worldview and often do not consider the different cultural needs and values of CCRNs. ECH has
undergone a cultural shift, whereby, senior leaders openly verbalize and participate in leading
task force groups to address equity, fairness, and diversity, which has resulted in the need for
holistic and inclusive change (Woodward, 2020). Advocacy for the injustices suffered by
marginalized vulnerable persons and decolonization has opened up the conversation about
Western colonial ways of knowing and the need to include other worldviews in support
program(s) within ECH. The PoP will further integrate diverse representation from CCRNs to
ensure support systems and nurse well-being are reframed from diverse lenses and capture
multiple worldviews.
Priorities for Change
A priority for change will involve commitment on behalf of leaders and CCRNs to
collaborate and participate in communicating the benefits of the need for change. Traditionally,
organizational leaders have developed corporate programs utilizing a top-down approach
underpinned by evidence-based practice, and policies by prioritizing corporate and MOH
mandates. What has not been taken into consideration is that corporate programs serve to
measure quantifiable outcomes and do not capture the whole person and what they may require
to feel supported and appreciated.
A second priority for change is for leaders to understand the level of distress CCRNs are
feeling, this can be achieved by establishing a community of Practice (COP), the principles
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guiding the work, engagement, and collaboration between CCRNs and leaders are underpinned
by Ontario Human Rights Commission (OHRC, n.d). The values: “ respectful, engaged, trusting
and collaborative relationships (working collaboratively and engaging in trusting and respectful
relationships while embracing ones’ lived experiences are fundamental); transformative
approaches (embracing courage, persistency, creativity, and innovation to achieve systemic
change and impact); integrity (commitment to principled actions to advance and secure
substantive equality); and accountability (holding all persons accountable to the OHRC
mandates and their resources” (p. 9). The COP needs to reflect the diversity of CCRNs working
in intensive care: for instance, gender (gender identity), ethnic, religion, sexual orientation,
disability, age, culture, and race (OHRC, n.d; Yaber, 2021) to identify possible causes of moral
distress and impaired work-life balance. Through collaboration and established trust, CCRNs
will provide first-hand narratives needed to fully comprehend the degree of distress nurses are
experiencing.
A salient point is for leaders to work with CCRNs to begin to communicate the
commitment of leaders to address the distress of frontline CCRNs and what are low-hanging
fruit suggestions to address the burden of care. The importance of using different means of
communication to inform CCRNs of suggestions that were brought forward by frontline nurses’
and leaders’ commitment to acting may instill hope among the nurses. This communication
could occur at huddles, emails, and weekly updates. For leaders and CCRNs to fully grasp
shifting from a positivist lens to a humanistic and ontological standpoint will require developing
ongoing dialogue, understanding of one’s everydayness, asking questions that may not have
definitive answers, and embracing what is not yet known. Therefore, the two priorities are: that
leaders need to commit to working collaboratively with CCRNs to find solutions that do not
reflect a top-down approach and leaders need to have a fulsome understanding of the level of
distress CCRNs are feeling.
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Change Drivers Influencing the OIP
Without vision and credibility, change is not always feasible because followers must trust
that leaders believe in the mission, vision, and values of the organization and transcend the
vision to followers (Deszca et al., 2019; George, 2003); more importantly, they need to enable
others to act (Kouzes & Posner, 2017) to establish shared trust, collaboration, and relationships
that will propel the change forward and for nurses to accept the change because they believe in it
(Deszca et al., 2019; Kouzes & Posner, 2017). Change leaders are tasked with sharing the vision
for change and are responsible for ensuring that communication is fluid and transparent and for
providing opportunities for key stakeholders to fully engage; change agents are aligned with
moving the vision forward (Deszca et al., 2019; Kouzes & Posner, 2017).
Internal Change Drivers
The internal change drivers may or may not consist of persons who are affected by the
change directly or indirectly; whereas, external change drivers are influences outside of ECH: for
example, persons, legislation, government directives (Deszca et al., 2019). The internal change
drivers include key stakeholders from the various intensive care units. The PoP and OIP require
a commitment from senior leaders to support using program funding for CCRNs to attend the
meetings (paid straight time as per Collective Agreement) and the ability for CCRNs to have
protected release time to be able to collaborate on the integration of the strategies for the OIP,
which are discussed in Chapter 2.
CCRNs are key stakeholders and drivers of change because they are the persons at the
frontline affected by moral distress (Platt, 2021; Sagherian et al., 2020). Nurses’ perception that
a lack of transparency and inclusion exists has influenced feelings of distrust towards ECH
leaders. For example, the majority of leadership team resembles a Eurocentric perspective
grounded in a female gender-biased profession (Twomey & Meadus, 2016), and ECH is strongly
influenced by a medical model of care (Austin, 2011). Therefore, leaders who are change agents
need to model the way (Kouzes & Posner, 2017), meaning leaders roll up their sleeves alongside
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the frontline because “words and deeds are consistent” (p. 14). When leaders model the way,
they demonstrate they believe in the change and will journey with the nurses from the beginning
to the end; more importantly, they are acknowledging that CCRNs matter. Only when frontline
nurses believe in the leaders’ motives will change begin to occur (Deszca et al., 2019). Another
internal driver is the sick time and absenteeism as a result of RN exhaustion from working
excess hours (Mohammed et al., 2021); this has been magnified by the effects of COVID-19
because nurses continuously worked significant overtime. CCRNs, report they experience
overwhelming guilt when they are not able to pick up extra shifts (Fitzpatrick & Valentine,
2012). This adds to their stress because they comprehend the burden of care their colleagues’
shoulder when there are not enough nurses on shift. After all, the label “hero” contributed
indirectly to working beyond what is humanly possible (Fitzpatrick & Valentine, 2021;
Mohammed et al., 2021).
External Change Drivers
ECH is affected by external change drivers because of several influences; for instance,
MOHLTC (2018) announced bundled care also known as integrated funding models. Bundled
care funding is one-time funding that follows the patient through their spectrum of care
trajectory. The purpose of an integrated funding model is to consolidate the delivery of
healthcare and service delivery with the goal of providing high quality, efficient, effective, and
safe care for improved patient outcomes (MHLTC, 2018). Although integrated funding
emphasizes efficient care and improved patient outcomes, what is not taken into consideration
is the inevitable crisis for human resources because of limited funding for frontline nurses as a
result of Bundled Care (Enns & Sawatzky, 2016; Grinspun, 2021; MHLTC, 2018).
External drivers are the impetus for stimulating a response to internal pressures for
instance, the Ontario Government is funding new graduate nurse initiatives by providing six
months of working alongside an experienced nurse if they are hired into permanent full-time
positions (MOH, 2021). This funding is desperately needed to onboard new nurses to assist in
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decreasing the nursing shortage; however, leaders do not always comprehend that it takes a
minimum of two years for a novice CCRN to transition effectively into intensive care (Benner et
al., 2010; Chachula et al., 2015). If novice CCRNs are not supported adequately, the risk of
losing them is high, particularly because of the complexity of advanced knowledge and clinical
expertise required to obtain competency (Benner et al., 2010; Grinspun, 2021).
Through examination of the literature, three guiding questions emerged to inform the
PoP and the leadership-focused vision for change underpinned by social justice, equity,
inclusion, and advocacy. ECH context was discussed, which addressed the gap between current
and future state; the discussion includes the internal and external drivers and priorities for
change.
Organizational Change Readiness
Subsequent to the discussion of the vision for change, the next step requires assessment
of ECH’s readiness for change. Deszca et al. (2019) suggested that for change to occur, key
stakeholders must be ready for change, or resistance to change is inevitable. One aspect moving
the PoP and subsequent OIP forward is the current mass exodus of CCRNs and the sense of
urgency that exists (Deszca et al., 2019; Lake et al., 2021; Zuzelo, 2020). For ECH to continue to
be a leader in specialized care and one of Canada’s Top Employers (Fillion, 2022), change is
required. This requires leaders and nurses to come together and explore the root cause of nurses
leaving critical care at ECH. Without providing CCRNs the support and resources they need,
ECH will continue to struggle to staff the specialized intensive care units. Leaders have come to
understand the need for change. Several workforce steering committees are brainstorming how
to recruit effectively, address retention, and identify options for career path development to
focus on the compounding nursing shortage (ECH, 2021d). Directors and vice presidents make
up the taskforce steering committees; however, the most important voices are missing: those of
nurses working the frontline in the intensive care units. Deszca et al. (2019) reiterated that
individuals are influenced by past experiences, their jobs, culture, beliefs, and responsibilities.
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Therefore, the OIP challenges assumptions of traditional ways of program development and as
Deszca et al. (2019) suggested that for change to occur, the balance must be disrupted and key
stakeholders must be included - CCRNs.
A force field analysis (Appendix B) provides an opportunity for upstream thinking and
initiating mitigation strategies to decrease identified restraining forces; this tool permits change
agents to understand what is happening in the organization. Lack of support systems to address
moral distress and nurse well-being are restraining forces hindering change (Deszca et al., 2019;
Kaminski, 2011a). ECH is a complex system that requires change agents to critically assess and
consider all factors to be analyzed: for instance, people, structures, and systems. Moreover, how
each person is affected by the change and the interconnections influencing the change needs to
be considered because of the outcomes affecting policies, people, and decisions within the
organization (Deszca et al., 2019). Driving forces influencing organizational change at the macro
level is government pressure to recruit more nurses to address the nursing shortage. An
important driving force at the meso level (ECH) are the overwhelming burnout, mental health,
and unfilled vacant CCRN positions are compelling the need for change (Deszca et al., 2019;
Kaminski, 2011b). Leaders and CCRNs comprehend the CCRN crisis are real and without
change, caring for the most critically ill patients is not possible. ECH senior leaders and
directors have committed to working with internal and external stakeholders to address the
CCRN shortage. Many initiatives are being explored and executed including participation on
health human resource steering committees and working groups at ministry and ECH.
The second stage is to assess ECH’s change readiness, which is achieved through
completion of a stakeholder analysis (Appendix C). During this stage, the change agent identifies
key stakeholders or groups that have the ability to influence change (Deszca et al., 2019). The
PoP identifies key stakeholders who will have the knowledge and experience to influence the
outcome of change; more importantly, different stakeholders (i.e., leaders and CCRNs) are able
to appreciate how to manage and navigate different contexts (Deszca et al., 2019). Consideration
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needs to be given to nurses who will be affected by the change. It is imperative to understand the
nurses’ feelings with change and inherent power dynamics because of hierarchical differences
when working alongside leaders on a change implementation plan. A crucial aspect of change
readiness is two-fold: one is that CCRNs are not currently involved in collaborating with leaders
where nurses’ voices and experiences are crucial to the change; and second, leaders will need to
be open to CCRNs bringing change ideas forward while empowering nurses to drive the change.
The current culture at ECH is that change readiness is driven by organizational leaders (Deszca
et al., 2019). Furthermore, political, socioeconomic, environmental, and technological influences
may influence CCRNs because nurses may need to re-frame their standpoint because of working
in a highly technical environment and medicine-focused care. My position as Director affords
me the opportunity to influence change at various levels, especially when CCRNs need support
and reassurance. Integrating an interpretive phenomenological lens, authentic, and
transformational leadership may debunk ideologies and existing inherent power dynamics.
Although stakeholder analysis is invaluable, many factors influence how change is
perceived and what benchmark information will be utilized. A comprehensive, clear
communication plan is essential, but how the communication is delivered may need to be
completed in phases. Deszca et al. (2019) suggested communication from low to high intensity,
sometimes utilizing impersonal communication and sometimes 1:1 communication to persuade
persons (Deszca et al., 2019). Change agents focus on the innovators and early adopters because
these are the persons who are ready for the change and willing to move change forward. Though
the laggards and late adopters will resist change, some will eventually follow while others may
not (Deszca et al., 2019). Borrowing from Everett Rogers’s (1971) Diffusion Innovation Theory
used widely in nursing to facilitate change; engaging the innovators and adopters often result in
the buy-in required to initiate the change (Frank et al., 1971; Kaminski, 2011a; Rogers, 1971).
However, as Rogers suggested, the laggards and late adopters must not be forgotten because
these are the persons needing the most information so they may transition towards the adopters
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(Deszca et al., 2019; Kaminski, 2011a). Often RNs’ experiences with change are often received
with apprehension, mainly because the decisions were made with a top-to-bottom approach, or
they were not included in the decision-making process (Wynne et al., 2021). Therefore, change
agents must comprehend which stakeholders oppose change (i.e., laggards or late adopters),
which is accomplished by conducting a stakeholder readiness to take action analysis that
identifies persons are committed and invested in the change (Appendix D).
ECH leaders and CCRNs are advocating for change, from an operations perspective
leader at all levels understand and appreciate that CCRNs are working tirelessly. The increased
sick time, moral distress, and increased vacancy rates are concerning. Currently, senior leaders
meet with Directors’ weekly to discuss the state of the intensive care units. CCRNs are
demanding change and are actively verbalizing what assistance they need. Without a doubt,
ECH and CCRNs are committed to patient care, CCRN wellbeing, and finding a solution on how
to recruit and retain CCRNs.
Chapter Summary
In this chapter, I discussed the impetus for the PoP and subsequent OIP to bring
awareness to the support CCRNs need if they are to remain in the profession and continue to
work in intensive care units while achieving mindbodyspirit well-being. This OIP is grounded in
the literature and observations as the Director of Operations, Trauma Program. An overview of
ECH’s organizational history and context was discussed, appreciating ECH’s leaders’ willingness
to respond to the CCRNs’ shortage crisis. The concept of exploring support systems and
identifying resources required can be achieved by engaging CCRNs to collaborate with leaders to
identify and develop strategies to assist CCRNs’ return to the aesthetics of nursing. By
illuminating CCRNs’ realities of working on the front line, leaders may glean a new appreciation
for their distress, which has resulted in feelings of turmoil, therefore, highlighting the
integration of a holistic shift from a positivist to a naturalist paradigm. Subsequently, the
leadership vision for change was discussed, including the importance of integrating social
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justice, equity, diversity, inclusion, and advocacy throughout the OIP. Lastly, an assessment of
ECH’s readiness for change was examined. In Chapter 2, the PoP explores leadership
approaches to change, the framework for leading change process, critical organizational analysis
(i.e., what to change), and exploration of possible solutions for the OIP.
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Chapter 2: Planning and Development
In the previous chapter, I identified and discussed an overview of the organizational
context, my leadership position, and the theoretical approaches underpinning the OIP. The
importance of framing the PoP, guiding questions, and vision for change from which to move
the OIP forward were presented. In this chapter, the PoP, the lack of support to address the
psychological, emotional, and spiritual distress suffered by critical care registered nurses
(CCRNs) in a tertiary care hospital in Central Ontario is explored from two leadership
approaches. The framework for leading the change (i.e., how to change?), the critical
organizational analysis (i.e., what to change?), and proposed solutions related to the OIP are
discussed. The chapter concludes with the importance of leadership ethics, equity, and social
justice challenges in the context of organizational change.
Leadership Approaches to Change
Organizations are struggling with constant change resulting from emerging technologies,
ecosystems, sociopolitical environments, and health human resource challenges (Schein &
Schein, 2018). Contemporary nurse leaders face contentious situations because of the
multifaceted circumstances that require challenging the status quo and making in-time
decisions (Cathcart, 2014). Therefore, I believe the foundation of leadership is the relational
work I embark on daily. Relational work is grounded in ethics, morality, transparency, and
forging relationships to cultivate a shared vision for the future (Cathcart, 2014; Kouzes &
Posner, 2017), thus aligning with my leadership approaches.
As a Program Director, I have a responsibility to be flexible and adaptable to diverse
situations with internal and external stakeholders. For these reasons, my leadership approaches
have evolved through the trajectory of my career and leadership positions. My leadership
approaches are underpinned by my lived experiences, values, morals, and ethical worldviews.
The leadership theories informing the OIP are authentic and transformational leadership.
Aligning with my own beliefs and as Kouzes and Posner (2017) suggested, a leader’s approach
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has the potential to influence and motivate staff to share a vision and achieve the best possible
outcomes. Authentic and transformational leadership approaches enable leaders and followers
to co-create and achieve change when persons come together in a place and space conducive to
collaboration and participation (George, 2003; Kouzes & Posner, 2017).
Authentic Leadership
Authentic leadership aligns with a humanistic paradigm and underpins this OIP.
Authenticity is one of the primary tenets of authentic leadership and a value that has influenced
my personal and professional life. I believe it is the essence of who I am. Participating in
dialogue established in authenticity opens a space to allow for exploration of feelings and
understanding the CCRNs’ experiences and realities impacting frontline nurses. Moreover, the
opportunity for nurses to clearly articulate the stressors impacting their ability to provide ethical
care to patients (Turale & Nantsupawat, 2021). George (2003) suggested that authentic
leadership has several essential dimensions, which true leaders need to develop. These
dimensions are linear, circular, and continuous at the same time, meaning that authentic leaders
adapt to different situations because they genuinely care about persons by demonstrating
compassion, leading with the heart, and inspiring a shared purpose and vision (Avolio &
Gardner, 2005; George, 2003; Kouzes & Posner, 2017). Authentic leaders who embrace
authenticity lead morally and ethically (Bamford et al., 2013; George, 2003); these leaders
accept multiple worldviews, understand the importance of discourse, and value the perspectives
of others (Avolio & Walumbwa, 2014; Lane, 1987; Walumbwa et al., 2008). Being authentic
requires the Self to partake in sharing experiences enacted through touch, listening, silence, and
attentiveness (Archibald, 2012; Archibald et al., 2016; Chinn & Kramer, 2015); using different
senses allows for existential opportunities to open and welcome persons into a space that cannot
be seen. “Anthropologist Edward T. Hall developed the Cultural Iceberg Model in the 1970s as
an analogy for the cultural codes that prevail in any society” (“Iceberg Model,” 2020, para. 9),
suggesting that what is visible to the human eye can be measured and explained by scientific
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means, but what lies beneath the surface are concepts difficult to quantify: for example, values,
beliefs, and experiences (para. 12). Therefore, the importance of authentic leadership is that it
enables leaders and followers to be open to artistic ways of communicating involving aesthetic
ways of knowing that resemble what is found beneath the iceberg and often the essence of the
nursing profession and the artful acts nurses demonstrate in their work (Chinn & Kramer, 2015;
Watson, 2008).
Walumbwa et al. (2008) suggested that authentic leadership has four validated
components: (a) self-awareness: understanding of one’s strengths and limitations and how they
may impact self and others; (b) balanced processing: requiring a person to assess and analyze
the whole picture before making a premature decision; (c) relational transparency: being open,
honest, and transparent and not hiding one’s vulnerability and feelings/emotions from
followers; and (d) internalized moral perspective: self-regulation guided by one’s ethical and
moral ideals and values (Carroll et al., 2019). These components enable leaders and followers to
come together, to be flexible in encounters, and have positive working relationships and a
willingness to foster innovation for the greater good (Azanza et al., 2013; George et al., 2007;
Lukas et al., 2007). When CCRNs are empowered and invited to engage in meaningful
relationships, they are engaged, contribute to the organization, and are stewards of the nursing
profession through contributions of their work. Interweaving authentic and transformational
leadership approaches amalgamates and validates the work CCRNs do and provides context to
how nurses behave and react in certain situations. The PoP requires leaders and CCRNs to come
together in the spirit of transparency and trust. Leaders are challenging the status quo by
empowering CCRNs to inform solutions to address the PoP. Hence, the nurses will lead the
initiative for change.
Transformational Leadership
Transformational leadership is inspirational in nature because it focuses on motivating
followers to achieve the best possible outcomes, including performance (Burns, 1978).
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According to Burns (1978), transformational leaders are tactful when they engage the follower,
and because the focus is on the follower there is an emotional component grounding
transformational leadership (Eagly & Carli, 2003; Eisenbach et al., 1999; Northouse, 2019b). As
the follower becomes the central focus, transformational leaders pay close attention to the
wants, needs, and aspirations of the followers, which then become a priority for the leader
(Geier, 2016; Rowold & Heinitz, 2007). Bass (1985) further expanded Burn’s work by suggesting
that transformational leadership motivates followers to do and expect more from leaders (Bass
& Riggio, 2006); therefore, the follower must believe in the vision and goals of the work (Bass,
1999; Bass & Avolio, 1990). When ECH leaders establish strong relationships with followers, it is
then when followers begin to believe in the organization’s philosophy and values and, thus, give
meaning to why they work at ECH.
Transformational leaders possess inherent “internal values and ideals” (Northouse,
2019b, p.169; refer also to Bass & Avolio, 1995) while, demonstrating ethical and moral
behaviour in their actions and decision making. For this OIP, Kouzes and Posner’s (2017)
transformational approach, called the leadership challenge, is utilized. Kouzes and Posner’s
tenets include model the way, inspire a shared vision, challenge the process, enable others to
act, and encourage the heart, which interconnect with the OIP, authentic leadership, and the
tenets of interpretive phenomenology.
Model the Way
This tenet resonates with me because leaders demonstrate credibility and integrity by the
manner in which leaders behave. Kouzes and Posner (2017) affirmed that title and rank are
assumed with the position but do not demonstrate leadership; rather, leadership is
demonstrated by taking personal responsibility and living what is communicated. As the
Program Director, I am tasked with holding myself accountable for my actions, the words I
speak, and promises I make. When the intensive care units are affected by internal and external
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factors, I am responsible to collaborate with stakeholders and find a way to assist. This may
require donning a scrub uniform and working alongside the CCRNs.
Inspire a Shared Vision
Leaders are tasked with inspiring a vision if followers are going to journey towards the
vision for change. When collaboration occurs among leaders and followers the future vision is
discussed and made a reality. Leaders are enthusiastic and share with followers how the vision
will fulfill the common goal. Enthusiastic, positive, and passionate leaders have the potential to
ignite the same excitement for followers for the greater good. CCRNs are passionate about their
work and the profession; therefore, leaders must willingly come together to collaborate and
participate to create the vision for working in intensive care areas while protecting a valuable
resource—CCRNs.
Challenge the Process
To achieve change, the status quo must be challenged. Being innovative contributes to
creative ideas; processes; new ways of doing, being, and thinking; and more importantly,
cultivates a safe space and place for mistakes to be made without fear of repercussions. It is
often when mistakes happen that learning surfaces, and something is learned from the
experience.
Enable Others to Act
Without a community established in trust, transparency, and respect, it is difficult to
make change a reality. To achieve the set vision requires communication, collaboration, and
team effort. When leaders and followers know they can depend on one another, engagement is
achieved and meaningful relationships established, resulting in action and accountability. I have
experienced the incredible and wholesome team engagement and collaboration; COVID-19 has
brought this tenet to the surface of the work accomplished daily by CCRNs.
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Encourage the Heart
Being relational, authentic, and believing in the power of intersubjectivity is the essence
of encouraging the heart. Cultivating a culture of celebration, recognition, and curiosity allows
leaders to celebrate team successes. Authenticity, compassion, and caring allow for
deconstructing barriers and building the foundation for personal connection, bonding, and
communication. Leaders who demonstrate vulnerability portray a human element to staff,
which I believe is essential if staff are to relate to me beyond the director title.
Leadership Approach and Organizational Context
ECH’s preferred leadership approach is transformational (ECH, 2021b), and although
transformational leadership is popular, I believe having a prescribed approach hinders creativity
and a leader’s ability to be innovative. Luzinski (2011) stated the attributes hiring managers look
for are leaders who are knowledgeable, strong, risk-takers, and lead followers to a wellarticulated strategic and visionary plan. The management style demonstrated by contemporary
leaders is supportive; feedback is essential and requested from staff at all levels (Luzinski, 2011).
These are all positive characteristics of transformational leadership, but I argue that what is
missing is the humanism required to blur the binary between positivist and naturalistic
paradigms and the subjectivity required to comprehend diverse narratives informing multiple
worldviews.
The emphasis should be on persons coming together and acknowledging tensions,
barriers, and assumptions arising from differing perspectives. Authentic leadership (George,
2003) and transformational leadership (Kouzes & Posner, 2017) share similar tenets that focus
on relationship building, engagement, and inclusion between leaders and followers. The
combined leadership approaches and the essential constructs are required to bring leaders and
CCRNs together to address the PoP and subsequent OIP. In the following section, the
framework for leading the change process is discussed.
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Framework for Leading the Change Process: How to Change?
Deszca et al. (2019) suggested that organizational change is varied depending on the
organization’s situation, geographical landscape, political, economic, technological level, and
demographics. ECH’s health human resource is in a precarious situation because the exodus of
CCRNs is a domestic and global problem, and the COVID-19 pandemic has had detrimental
effects on CCRNs’ well-being and their physical and mental health (Nowicki et al, 2020;
Sagherian et al, 2020). The intersection between the need for change and quality improvement
opportunities are grounded on the assumption that when nurses have the support, they require
to address moral distress, mental health, and work-life balance, patient outcomes are improved;
there is decreased risk of adverse effects and errors to patients; and there is decreased attrition,
increased retention, and enhanced work environment (Sinsky et al., 2020; Van Osch et al., 2018;
Wolf et al., 2016; Zuzelo, 2020).
Consideration of Different Models for Leading Change
Several models were considered to implement the change implementation plan for the
OIP. One theoretical model considered was the Prosci Research ADKAR (awareness, desire,
knowledge, ability, and reinforcement) model (Hiatt, 2006). However, the ADKAR model is
focused on incremental and individual change (Bejinariu et al., 2017) and may not be
appropriate for macro-level change. ADKAR is mostly used for developing action plans, creating
human resource planning, and diagnosing resistance to change (Bejinariu et al., 2017; Hiatt,
2006). Given the depth and breadth of the OIP, the ADKAR model has several disadvantages.
For example, the constructs of the model must be followed in a sequential manner, and each
stage is based on previous deliverables. Therefore, if a step is missed or not completed fully,
then the process cannot continue (Bejinariu et al., 2017).
The second model analyzed was Kotter’s (2014) eight-stage management theory. Using
the top-down strategic approach, the managerial task focus would be challenged by CCRNs, and
because collaboration is essential, the vision needs to be communicated clearly in a participative
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manner (Deszca et al., 2019). Although Kotter’s eight stages are easy to understand and the
model has been validated by many scholars, for this OIP, the nuances of each stage may be
difficult for CCRNs to comprehend and may lead to resistance resulting from a lack of
understanding. Bejinariu et al. (2017) explained that Kotter’s model “does not emphasize the
acceptance of change but as an actual change of organization members and readiness for
change” (p. 327), which can be problematic for CCRNs because of their fragile trust with leaders
and perceptions of change. The patient care managers are not familiar with Kotter’s (1995)
model, and therefore, they may make critical mistakes, such as “when leaders declare victory too
soon and lose momentum” (para. 1). The patient care managers may not be able to support the
CCRNs with the implementation of the OIP from a theoretical to praxis perspective.
Another model considered was Seligman’s (2013) PERMA model, consisting of five
pillars: positive emotion, engagement, relationships, meaning, and achievement. This model is
centred on self-care, happiness, meaning, and well-being and would be appropriate for the OIP
to better understand how CCRNs may achieve existential balance and wellness. The PERMA
model has the right constructs for nurses, but leaders may be hesitant to incorporate this model
from a change management perspective because of the qualitative nature and unfamiliarity of a
new model. Furthermore, Seligman developed the model to assist persons in finding their way
to a flourishing life that includes happiness, fulfillment, and meaning. PERMA is a model that I
can see being integrated into nursing practice, culture, and leadership at a later time (Slavin et
al., 2012).
The last model reviewed was Lewin’s (1947) three-stage force field model of change
theory. Lewin argued that several co-existing factors in psychology and social stimulation make
up a life space (Lewin, 1947, p. 11). Lewin believed that individuals could understand, predict,
and provide the basis for changing human behaviour if they constructed a life space that
required bringing together the psychological forces influencing a person’s behaviour at any point
in time (Burnes & Cooke, 2013). For this OIP, the persons who best understand CCRNs’
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psychological forces are the nurses themselves. Lewin’s theory incorporated the tenets of gestalt
psychology, which maintains that an individual is a whole person who is interdependent and
interacts in dynamic ways (Hussein et al., 2017; Lewin, 1948) with the world around them.
Lewin’s appreciation of gestalt psychology integrates a humanistic lens aligning with authentic
leadership and interpretive phenomenology. Gestalt psychology suggests that two individuals
may observe the exact situation; however, how they interpret that situation may differ based on
their subjective perspective (Rock & Palmer, 1990). Therefore, behavioural changes are learning
processes that involve perception, insights, outlook, expectations, or thought patterns
resonating with the experiences (French & Bell, 1990). Lewin’s theory is considered a basic step
model (Deszca et al., 2019), but Lewin’s model is familiar to CCRNs because the model is often
used in healthcare to initiate practice change. Lewin’s model is discussed in detail in Chapter 3.
Change Model of Choice
Lewin’s (1951) three-stage force field model of change theory was chosen because of its
familiarity in nursing practice and to decrease the possibility of resistance from CCRNs; nurses
have participated and observed success with change initiatives that utilized Lewin’s theory. Kurt
Lewin was instrumental in developing the theory for Action Research (Herr & Anderson, 2005).
Lewin argued that individuals belonging to democratic groups where the leaders participated as
active group members demonstrated increased productivity, contentment, demonstrated
creativity and were socially engaged (Marrow, 1969). Lewin suggested autocracy cannot be
imposed and democracy must prevail to shift power dynamics between leader and follower.
Destabilizing current CCRNs’ culture, practice, and ECH leaders’ ways of being is required for
new behaviour to be learned (Burnes, 2009) and change to happen. Lewin argued that several
co-existing factors in psychology and social stimulation make up a "life space" (Cartwright, 1952,
p. 401), behavior is a result of the totality of co-existing and interdependent forces that hinders
an individual or group from constructing a ‘life space’ (Lewin 1948; Lewin, 1951). In the context
of the PoP, nurses are social beings who are part of multiple groups and cultures, they rely on
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Self and Other to get through their day. Change is possible if nurses and leaders are open to reframing their positions and perspectives and being willing to embrace integrating relational
ways of being into a new 'life space.' Lewin’s theory incorporated the tenets of gestalt
psychology, which maintains that an individual is a whole person, interdependent, and interacts
in a dynamic way (Lewin, 1947). Interpretive (hermeneutic) phenomenology allows for
increasingly sensitive awareness of humans and their ways of being-in-the-world and ones
understanding of human experience (Dryfus, 1991). Lewin’s appreciation of gestalt psychology
integrates a humanistic lens, which aligns with phenomenology and a relational way of
being. Gestalt psychology suggests that two individuals may observe the exact situation;
however, how they interpret that situation may differ based on one’s subjective and lived
requires interpretation experience (Guerrero-Castaneda et al., 2019; Rock & Palmer, 1990). The
hermeneutic circle invites interactions and understanding phenomena is uncovered and it is
through the interpretive process that human beings discover meaning and understanding (Allen
& Jenson, 1990).
Lewin (as cited in Hussain et al., 2018) stated, "to change the 'quasi-stationary
equilibrium' stage, one may increase the striving forces for change, or decrease the forces
maintaining the status quo, or combine both for proactive/reactive organizational change"
(p. 124): meaning that leaders and CCRNs come together as change agents to share intellectual
capital and develop a vision for change. Engagement between leader and follower is essential if
an organization is to prosper and achieve success. Lewin’s model also aligns the OIP with the
two leadership approaches identified earlier—authentic leadership (George, 2003) and Kouzes
and Posner’s (2017) transformational leadership (see Figure 2).
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Figure 2:
Coalescing Lewin’s Three-Stage Force Field Model of Change Theory, Authentic, and
Transformational Leadership Approaches

Having discussed how change is going to address the PoP and subsequent OIP, the following
section provides an analysis of what to change framed by Burke and Litwin’s (1992)
performance change model.
Critical Organizational Analysis
To understand the influence and impact of psychological, emotional, and spiritual
distress among CCRNs leaders must explore what needs to change within ECH. Deszca et al.
(2019) posed the question: “What change is right, what should be the focus, and what can be
executed given the culture and situation?” (p. 104). Burke and Litwin’s (1992) performance
change model is utilized to critically analyze ECH’s organizational processes, influences, and
constructs affecting nurse attrition.
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Identifying What to Change Utilizing Burke and Litwin’s Model
Healthcare organizations are influenced by constant change and do not exist in a stable
state. Rather, healthcare operates within open systems “influenced by government funding,
governance, Board of Directors, technological advances, and patient needs” (Donahue, 2015,
p. 332). ECH leaders are called upon to implement change that is sustainable and innovative;
however, the context for implementing change requires careful consideration (Deszca et al.,
2019). Prior to any change implementation, a critical analysis must be completed. Analyses
require analyzing trends, underlying assumptions, cultural norms, and how systems intersect
(Deszca et al., 2019). The analysis for the OIP is underpinned by Burke and Litwin’s (1992)
performance change model that predicts behaviour and performance and illustrates causal
change by identifying where change arises and the throughput between different parts of the
organization (Martins & Coetzee, 2009). To better comprehend ECH’s organizational analysis,
an open-systems approach similar to Burke and Litwin’s (1992) model is utilized.
Though Burke and Litwin’s (1992) model identifies 12 key factors (Appendix F), only
some key factors are discussed in the OIP, these include (a) external environment: external
factors create the need for change; (b) transformational: strategic factors are the key to success
of any change and capture initial objectives of change; (c) transactional: operating factors are
the easiest factors to change but may not have lasting organizational change; (d) individual and
personal: individual factors are affected by many things that enable individual performance; and
finally, (e) factors and the totality of the aforementioned factors that contribute to the overall
individual and organizational performance. The ultimate outcome of any change is the impact
on performance. Each of the factors is interconnected and interdependent on one another
(Burke & Litwin, 1992): meaning that all factors within the model have a direct effect on the
overall individual and organizational performance.
The external environment is the macro level of external factors influencing and affecting
ECH’s processes (Burke & Litwin, 1992); for example, political, economic, and healthcare
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ecosystems that have a major impact on performance and patient outcomes. Healthcare
organizations are constantly influenced by environmental factors that create the need for change
(Burke, 2002). The external environment reflects any influences outside the organization that
affect ECH’s input and throughput. For example, CCRN attrition has a significant impact on
patient satisfaction, adverse errors, mortality, and risk to patients (Baumann & Blythe, 2006;
Grinspun, 2021; Wynne et al., 2021). ECH is dependent on external drivers because they may
have a significant impact on ECH funding, patient outcomes, and organizational improvement
plan metrics.
Transformational factors (i.e., meso level) are the foundational pillars such as mission
and strategy (i.e., ECH’s mission, vision, values, strategic plan), leadership (i.e., formal leaders
within the organization responsible for the mission and strategy), and organizational culture
(i.e., values and norms that exist within ECH) (Burke & Litwin, 1992). Organizational culture is
imperative because this factor is how staff employed at ECH describe working within the
organization. Broadly explained, organizational culture includes members’ values, behaviours,
and beliefs and how persons within ECH work but also how persons act and behave toward
internal and external stakeholders (Burke & Litwin, 1992; Martins & Coetzee, 2009).
Transformational factors are important because an “open system perspective allows managers
to identify areas of misalignment and risk between the external environment and the
organization’s leadership strategy and leadership structure” (Deszca et al., 2019, p. 71), and
ongoing assessment is critical to inform the analysis.
The transactional factors (i.e., meso level) are ECH’s daily processes influencing daily
operations (i.e., reporting structure, hierarchy, and departments), systems including policies
and procedures (i.e., provide guidance and processes for ECH staff), and management practices
(i.e., how managers behave and conduct themselves), which are all integral parts informing and
influencing ECH (Burke & Litwin, 1992). The risk to transactional factors is that if change
processes are not solidified, then change is transient and unattainable. Fortunately, ECH’s
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senior leadership team members are visible and engaged with staff at all levels; the leaders visit
different patient care units to hear staff concerns and are visible throughout the organization.
However, some directors and middle managers continue to follow a traditional way of leading,
including a top-down approach to how they operate patient care units. Kouzes and Posner
(1996) suggested that leadership is a process, not a place, and requires leaders to support and
care deeply for persons they manage. Healthcare environments require leaders to be agile and
understand the context in which they lead; most importantly, leaders must be willing to use self
as a conduit to enact change (Kouzes & Posner, 2017).
According to Burke and Litwin (1992), the individual and personal factors consist of
work/unit climate (i.e., CCRNs’ working environment, morale, support), motivation (i.e., staff
engagement and innovation), task requirements and individual skills/abilities (i.e., experience,
education, adaptability), and individual needs and values (i.e., staffing ratios, respect,
psychological safety, well-being), and therefore, they contribute to the overall individual and
organizational performance, which represents the output for ECH. Although these factors are at
the bottom of the framework, I would argue they are the most important factors influencing the
success of the OIP. Attention to the different needs of CCRNs must be acknowledged and
supported because intensive care units are demanding, chaotic, and require significant
supportive strategies based on the expertise of nurses. Essentially, intensive care units are
geographically organized systems within hospitals that provide “intensive specialized nursing
and medical care to sustain life” (Marshal et al., 2017, as cited in Wynne et al., 2021, p. 3). The
mass exodus of CCRNs negatively impacts employee satisfaction surveys and directly influences
patient and family quality care. ECH’s formidable reputation is at risk because of decreased staff
morale and increased staff attrition (Baumann & Blythe, 2006; Grinspun, 2021; Wynne et al.,
2021). Although the individual and personal factors are at the bottom of the model, I suggest
these factors are the most crucial for ECH’s intensive care units because without adequate
support systems, psychological safety, and motivation, ECH risks losing CCRNs.

51
A strength of this model is the intersectionality and position of the factors within the
model as they relate to the OIP (Appendix G). For instance, transformational (i.e., strategic)
factors are impacted by the external factors as well as the transactional (i.e., operating) factors
(Burke & Litwin, 1992). Transformational factors identify that culture is critical to the
organization’s success because a person’s situational contexts are defined by the meaning,
depending on the external and internal factors (Burke & Litwin, 1992; Coruzzi, 2020). Analyzing
the congruency between the OIP and Burke and Litwin’s (1992) model suggests the model is
appropriate because of ECH’s complex system; the 12 factors influencing input, throughput, and
output; and more importantly, ECH is dependent on individual and personal factors that
subsequently influence individual and organization performance which is the essence of ECH’s
reputation for excellence (ECH, 2021b). The organizational analysis identified that management
practices and the traditional top-down approach to leading and decision-making is ineffective.
Burke and Litwin’s (1992) individual and personal factors are the humanistic constructs that
matter because it is the persons within the organization who ultimately contribute to ECH’s
success. Therefore, a prominent gap is that management practices need to shift towards that of
asking the frontline CCRNs what they need to do their jobs in a fair, equitable, and sustainable
manner, but also meeting the needs of CCRNs. Thus, leading to exploring viable and realistic
solutions that bring leaders and CCRNs together in a collaborative and participatory approaches
to deconstruct and challenge traditional norms.
Solutions to Address the Problem of Practice
Exploring solutions for the PoP requires leaders to actively engage critical stakeholders.
Integrating supports and initiatives for CCRNs into ECH necessitates organizational leaders to
think outside the box of quantifiable and measurable outcomes. Shaffer and Curtin (2020)
suggested “that attrition is a reaction to every leadership decision. . . . Managing attrition
requires mindfully creating a workplace culture that supports high performers financially,
intellectually, and psychologically” (para. 3). When leaders commit to participating and
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collaborating with CCRNs, nurses may begin to debunk existing binaries between a we (CCRNs)
versus them (leaders) perception and culture. Several solutions are explored next, and one
solution is selected that addresses the PoP.
Solution One: Co-Creating Support program(s)—Collaboration Between Leaders
and CCRNs
Solution one strives to enhance leaders’ awareness of the different transition stages and
support nurses need as they move through Benner’s (1984) novice to expert stages while
working in intensive care units. Lewin (1947) unfreezing stage allows for exploration of
ingrained assumptions on onboarding, education, and support programs within ECH. CCRNs
and leaders will have an opportunity to participate in discourse, understand diverse perspectives
and identify what are the roles, responsibilities, knowledge, skill, and coping strategies required
for CCRNs to perform their jobs. Understanding the different stages of nurse development is
essential because each CCRN may have diverse needs when identifying support systems for
wellbeing and the distress affecting them.
The OIP presents an optimal opportunity to implement strategies for leaders and CCRNs
to work together to develop and co-create support program(s) to enhance nurse well-being and
decrease moral distress (Danella et al., 2017; Hawthorne & Gordon, 2020; Mohammed et al.,
2021). Benner’s (1984) theory, novice to expert, explains that nurses are unique and transition
differently based on years of practice, experience, and education. Examining CCRNs
psychological, emotional, spiritual distress, and well-being grounded in Benner’s work and
interpretive phenomenology will illuminate barriers, assumptions, biases, and cultural
disparities required for co-creation of support program(s) for CCRNs (see Appendix E) for a
narrative describing my personal experience as a proficient CCRN working with a novice CCRN.
This brief narrative illustrates that depending on Benner's (1984) developmental stages: novice,
advanced beginner, competent, proficient, and expert will determine CCRNs support needed; in
the narrative (Appendix E) Jane a novice CCRN had completed the Critical Care Certificate
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Course (specialization), corporate and unit orientation, and had practiced for three years on a
medical-surgical unit, but she was still overwhelmed. Although Jane was not a novice nurse on
the medical-surgical unit because she had acquired clinical knowledge and skills, she was not yet
a CCRN. Feeling ill-prepared and inadequate caused Jane angst because she perceived she did
not know what she was doing despite obtaining a Critical Care Nursing Certificate and practicing
in acute care for two years.
The collaboration required by CCRNs and leaders is twofold, first, CCRNs are key
stakeholders and have the ability to share their narratives, experiences, burden of care, and can
highlight the importance of recognizing that each nurse transitions differently, thus, they
require diverse support and resources to help them continue nursing in intensive care units.
Currently, programs at ECH are constructed from an organizational and positivist paradigm
instead of focusing on what CCRNs need and how support programs(s) can be constructed to
meet the needs of frontline CCRNs. To achieve success for this solution, the CCRNs participate
in focused groups, share artistic mediums of expression, and through rich discourse; the spiritual
care practitioner leads the discussion to ensure a psychological safety space is achieved and
maintained. A thematic analysis results in core themes emerging and priorities highlighted. The
themes identify the root causes (stressors) contributing to the moral distress of CCRNs. More
important, the themes emerged from the voices of CCRNs . The priorities and themes inform how
constructs are integrated into the support program(s); the themes are not yet known because this
solution is yet to be explored.
Second, as CCRNs share a humanistic and ontological perspective of their work and the
emotional labour required to nurse the most critically ill patients, leaders glean a new
perspective of understanding the root cause contributing to the suffering affecting CCRNs. The
leaders’ role is to lead by following the CCRNs, meaning that, the themes that emerged guide the
support program(s) development, thus challenging the status quo – leaders developing
programs from their standpoint. Leaders collaborate with CCRNs by integrating the theoretical
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concepts from Benner’s (1984) novice to expert framework, interpretive phenomenology,
authentic and transformational leadership. Working alongside the nurses there is fluid
discourse to ensure all perspectives are included. The spiritual care practitioner leads the
discussion using the hermeneutic circle approach to ensure the CCRNs qualitative experiences
are captured while, the leaders glean a new perspective, one that extends beyond operations.
Interpretive phenomenology uses the hermeneutic circle to invite interactions and
understanding of phenomena that are yet to be uncovered, and it is through the interpretive
process that human beings discover meaning and understanding (Allen & Jensen, 1990). If
leaders are to glean insight into CCRNs’ reality of working in intensive care units and exploring
their existential needs, then perhaps the answers require listening to nurses’ experiences and
having their voices included (Kallas, 2014; Steinke & Elangovan, 2016). Then, together the
CCRNs and leaders create draft plans for support programs(s) ensuring that nurses’ voices are at
the forefront of the implementation plan. Leaders work alongside CCRNs to interweave the
evidence-base practice, and theoretical constructs to ensure the tenets for the co-created
program(s) are underpinned by both the art and science of nursing ensuring that programs
capture the support CCRNs require from onboarding and throughout CCRNs career transition
in intensive care units.
The only technological resource required will be the qualitative software to complete the
analysis, but ECH owns qualitative software licences that are available for use. There is a
financial cost for CCRNs participating in designing and implementing support program(s), these
nurses will be paid straight time for committee or research work as per the Ontario Nurses
Association (2021) Collective Agreement. The CCRNs that will backfill the unit CCRNs will be
offered overtime or agency nurses will be scheduled to work. The leaders, chaplain, and
directors will block their calendars and have protected time for the implementation plan. The
benefit of this solution is that it can solve the PoP and subsequently integrate the support
program(s) among all the intensive care units at ECH. Thorough authenticity, CCRNs will share
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their experiences of working in specialized intensive care units with leaders, in hopes of
debunking hierarchies and the status quo that will perhaps foster a sense of trust and mutual
respect (Archibald, 2012).
Solution Two: Critical Care Registered Nurses Develop and Integrate a Pause
Break
The second solution, integrating a Pause Break for CCRNs is based on the organizational
analysis and speaks to Burke’s (2002) “Management Practices Factor” (p. 245). The importance
of acknowledging that CCRNs often need time to decompress and deal with heightened
emotions or feelings because of the human suffering witnessed in their work is also needed
(Hochschild, 1983; Theodosius, 2008). During the unfreezing stage (Lewin, 1947), different
stressors and traditional ways of performing daily work need to be assessed and reflected upon
to ensure all new opportunities are explored. Bone (2002) posited that nurses’ emotional work
is often invisible, but it becomes visible when the work is not done. The literature suggested
emotional labour is now seen as unimportant and marginalized because the focus has shifted,
and priority is given to measurable outcomes and metrics (Bender & Elias, 2017; Mohammed et
al., 2021). According to Bolton (2001), nurses are “emotional jugglers able to calibrate their
performance according to the frame of action, choosing whether to match the feeling with the
face” (p. 97). Bolton’s assertion aligns with current literature and the impact of COVID-19.
Watson (2008) articulated that if human beings live in everydayness, nurses need to pause and
take a moment to connect with the heart, re-frame their thoughts, and act in a caring and
meaningful manner, thus emphasizing the importance of a Pause Break.
A Pause Break enables nurses to feel safe verbalizing they need to pause their work,
remove themselves from the bedside or unit temporarily and regroup. A Pause Break is
implemented when CCRNs deem a Pause Break necessary during their shift. For example, after
a prolonged cardiac arrest, withdrawal of life support, supporting distraught families, after a
post-partum death, multiple deaths in a shift (Gerace et al., 2021; Zheng et al., 2017). Watson’s
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(2008) insight is critical because if CCRNs are not given the opportunity to reflect and deal with
their emotions, feelings at the time they are experiencing angst or turmoil and if nurses are not
afforded an opportunity to communicate their distress (Danella et al., 2017; Hawthorne &
Gordon, 2020), then ECH risks losing them. Suppose leaders understand the value of CCRNs
needing to step away from patient care momentarily and what it means to nurses’ psyche and
practice (Khan et al., 2018); leaders may then glean a new perspective beyond traditional ways
of leading (Austin, 2011; Kouzes & Posner, 2017). Prioritizing economic, political, and
technological environments often influences a leaders’ ability to recognize when nurses
transcend to compartmentalizing how they feel, causing them to respond in negative ways
(Hochschild, 1983; Lake et al., 2021; Mohammed et al., 2021). For example, CCRNs disconnect
from human interaction, prioritize tasks over human contact, hide feelings of loneliness
(Theodosius, 2008; Zheng et al., 2017), exhaustion, and experience inner conflict when they
cannot do their work (Ford, 2020; Khan et al., 2018). As leaders and CCRNs move towards
Lewin’s (1947) movement stage, the Pause Break would be implemented into the different
intensive care units.
Integrating a Pause Break is a short-term solution to solving the PoP because a Pause
Break occurs during the shift for approximately 15-30 minutes; however, if a CCRN is distraught
and is unable to return to the bedside then they would report to Occupational Health and Safety
as per ECH policy. A long-term solution is to explore integrating Pause Breaks in parallel to
incident debriefs that occur after a cardiac arrest. Amalgamating Pause Breaks and incident
debriefs can be beneficial from multiple perspectives because a Pause Break enables CCRNs to
explore their emotions and deal with one’s feelings, which often assists CCRNs understand their
emotions but supports their mental health and decreases moral distress (Gerace et al., 2021;
Zheng et al., 2017). CCRNs initiating Pause Breaks would communicate they need to step away
or require support. When leaders behave authentically by modeling ECH values, acknowledging
the whole person, and listening without assumptions (Schein & Schein, 2018). When leaders

57
embrace humanistic and qualitative ways of leading staff, the literature has suggested that
flexible encounters are sought and positive working relationships emerge, cultivating an
environment of innovation and collaboration for the greater good of people (Azanza et al., 2013;
Kouzes & Posner, 1996; Liddicoat, 2019; Seligman, 2013). The resources required for this
solution would include advanced practice nurses, clinical educators, chaplains, and CCRNs to
come together to develop a process clearly explaining the concept of a Pause Break. This would
include introducing the Pause Break concept into unit in-services, education, and peer-to-peer
support. There would be no financial cost to integrating this solution into the intensive care
units.
Solution Three: Integrating Late-Career CCRN Point-of-Care Mentors
The third proposed solution to the PoP is to integrate Late-Career Point of Care Mentors
into intensive care units. This solution requires proficient and expert nurses to provide less
experienced CCRNs with mentorship. Mentors incorporate diverse ways of knowing and
learning through narratives, revealing lived experiences and modeling as a way of integrating
creative and reflective modes of teaching and learning within an intensive care environment
(Schwind & Manankil-Rankin, 2020; Van Osch et al., 2018). Aligning with Lewin’s (1947)
unfreezing stage requires CCRNs to explore and learn beyond a positivist paradigm and for new
nurses to understand the humanistic paradigm and diverse nurse patterns of knowing (Chinn &
Kramer, 2015). Boykin et al. (1993) suggested that the importance of experience informing
reflections of practice and identifying the nurse as an artist enables nurses to develop the artistic
means of learning and coping in difficult situations while being situated in a cartesian
environment. Boykin and Schoenhofer (2000) posited situations illuminated by nurses are
communicated through practice reflection, and each nurse’s illustration connects nurse to nurse.
The literature suggested the lack of nurses feeling competent and confident contributes to
psychological and emotional distress because sometimes, new intensive care nurses work in fear
of making a mistake (Chachula et al., 2015; Vanderspank-Wright et al., 2020). Sawatzky et al.
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(2015) conducted a study highlighting that when mentors or preceptors support CCRNs with
less experience, they transition effectively and develop confidence, compassion, and emotional
well-being. As new CCRNs progress to Lewin’s (1947) movement (changing) stage, new
behaviours and ways of doing and performing are established and new insights into practice are
gleaned. The literature suggested a positive correlation between nurse engagement, a positive
work environment, supportive leaders, and retention (Lake et al., 2021; Sawatzky et al., 2015;
Winters, 2016) when CCRNs feel supported by the organization, leaders, and colleagues.
The economic benefit of supporting Late-Career CCRN Point-of-Care Mentors is that
late-career nurses are going to retire regardless, and the COVID-19 pandemic has resulted in
many nurses opting to retire early (Grinspun, 2021). The opportunity to mentor nurses with less
experience provides the late-career nurses with a chance to stay in the profession and share their
intellectual capital with a new generation of CCRNs (Thomka, 2017). CCRN mentors understand
what is required to start and end their career as CCRNs; they comprehend the nuances of
intensive care and its culture (e.g., nurse, unit, organization). CCRN mentors are required to
adapt to continuously changing environments, requiring re-contextualization of each situation
and ensuring the mentee (novice nurse) has in-time support and feedback to adapt to make
sense of their work. Aligning with Lewin’s (1947) refreezing stage would mean that mentors
would be incorporated within ECH’s intensive care units and work with new CCRNs. This
solution does not have any financial costs because late-career nurses would be hired on a casual
status and would be paid for their hours worked; there is no overtime, health insurance, or
pension costs associated with this solution. The resources needed would be the use of
conference rooms and office supplies, which are readily available within the Trauma Program.
Interrelationships Among the Solutions Proposed
The three distinct solutions discussed are interrelated in many ways; however, the first
solution identified the importance of leaders and CCRNs to participate in co-creating support
program(s) to identify how to address moral distress and CCRN well-being. Lewin’s (1947)
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refreezing stage would demonstrate sustained resources through support program(s) identified by
completion of the change implementation plan. Burke and Litwin (1992) suggested the outcome of
any change is the impact on performance: meaning that at the end of a CCRN’s performance are
competencies required to care for human lives. The competencies must include effective coping
strategies, mental health support, and spiritual well-being alongside advanced knowledge, skill,
and judgement of these valuable CCRNs.
Solution two focuses on CCRNs integrating a Pause Break into their daily practice to
communicate when nurses need time to decompress or additional support to cope with difficult
situations that are not always visible or easily communicated. When leaders understand CCRNs’
work, they can provide the support CCRNs need while cultivating a work environment that is
inclusive, transparent, collegial, and accepting of diverse worldviews (Northouse, 2019a, 2019b;
Phillips et al., 2021). Prioritizing economic, political, and technological environments often
influence a managers' ability to recognize when nurses transcend to compartmentalizing how
they feel and causing them to respond in various ways: they prioritize tasks, hide feelings of
loneliness, exhaustion, aloneness, and feel conflicted about their ability to do their work (Enns &
Sawatzky, 2016). As a result, patients and nurses suffer because managers are expected to lead
their teams effectively while ensuring safe practices based on evidence-based research (Boamah
et al., 2016; Bone, 2002). This is not to say that outcomes are unnecessary or needed, but rather,
managers should consider that people are contextual beings who socialize and live in relation to
one another (Thayer-Bacon, 2003) and thus, both the science and art of nursing are imperative.
The sociohistorical values, knowledge, practices, attitudes, and structures are passed and
shared through relational interactions (Coruzzi, 2020; Mazzotta, 2020; Pesut & Sawatzky,
2006). High acuity units traditionally have the highest turnover and attrition rates among
nurses (Issac et al., 2010). Aesthetic knowing requires an appreciation of the meaning of
situations, meaning that extends beyond what is visible at the surface, and establishes a
connection with a human to human experience unique to individuals (Chinn & Kramer, 2015;
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Watson, 1988). According to Burke & Litwin’s Model (1992), the operating factors, which
includes management practices, are positioned in the center of the conceptual model and
directly affect work unit climate, motivation, and individual and organizational performance.
Therefore, Patient Care Managers need to acknowledge and support the intersubjectivity
defining nurses, their work, and the importance of a Pause Break. Connections are vital to
establishing meaningful relationships, and they begin at onboarding with corporate orientation
and transcend through a nurses' career trajectory. When managers embrace Authentic
Leadership in managing their staff and units, evidence suggests that flexible encounters are
sought, positive working relationships emerge, cultivating an environment of innovation and
collaboration for the greater good of people (Azana et al., 2013). Although, solution two is viable
and important, it requires multiple stakeholders to come together to review existing debriefing
policies and incorporate a Pause Break policy throughout all intensive care units.
The third solution requires leaders to incorporate the role of late-career CCRN mentors
in intensive care units. Expert CCRNs have developed advanced knowledge and skills, clinical
reasoning, and intuition (Benner, 2002; Murray et al., 2019). They can share intellectual capital
with less-experienced CCRNs to provide the foundational knowledge to enhance psychological,
emotional, and spiritual care well-being. The economic benefits of supporting nurse-to-nurse
Late Career Point of Care Mentorship Programs are that nurses understand the culture (nurse,
unit, organization). CCRNs are required to adapt to continuously changing environments
requiring re-contextualization of each situation and in-time adaptation to make sense of their
work. Late-Career Nurse mentorship programs allows crucial stakeholder (CCRNs) to inform
how novice CCRNs are mentored because experienced CCRNs understand what the realities of
working in intensive care units means. This solution may begin to address the nursing shortage,
decrease burnout, sick time, agency nurse use, and overtime (Enns & Sawatzky; Winters, 2016).
Therefore, external political and economic drivers (input) affect individual and organizational
performance (outputs), meaning that the individual, group, or organization outcomes are a
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result of the relationships between the drivers in response to the external environment (Burke,
2014). Late-Career CCRN Point of Care Mentors requires significant collaboration with ONA
because CCRN Point of Care Mentor positions would not be posted rather assigned based on
expression of interest, advanced knowledge and clinical skills, inter/intraprofessional
communication skills, and advanced clinical reasoning.
The three proposed solutions are illustrated in Table 2, which compares the resources
needed, benefits, consequences, and financial cost attributed to each solution. The solutions
acknowledge that ontological concepts such as compassion, spirituality, and well-being are
beneficial (Bender & Elias, 2017; Schwind & Manankil-Rankin, 2020) and may provide CCRNs
with the toolkit needed to adapt to their environment and coping strategies to assist them while
working in intensive care units. Using a relational approach supports CCRNs in establishing
meaningful relationships, creating safe spaces to learn from each other, learning through role
modeling, engaging in discourse, and understanding that nurses’ transition differently.
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Table 1:
Comparison of Solution Options
Solution One: Co-Creating
Support program(s) –
Collaboration Between
Leaders and CCRNs
Resources
Needed

CCRNs need to be paid as per the
Collective Agreement
Human Resources: CCRNs will
need to be released to participate
in the COP group – requiring
backfilling their shifts (overtime to
CCRNs within the Trauma
Program (cross-trained) and
agency nurses)
Protected time for CCRNs
participating in COP and
implementation plan

Solution Two:
Critical Care Registered
Nurses Develop and Integrate
a Pause Break
Internal stakeholders: advanced
practice nurses, clinical educators,
chaplain, leaders, CCRNs
Engaging Professional Practice to
support this initiative in the
intensive care units
Will require interprofessional &
Emergency Preparedness team
collaboration if long term proposal
of amalgamating Pause Break with
Incident Debriefs – involve buy in
from the Physician group

Extra support for Managers if they
are not familiar with theories
implemented in the OIP
Benefits

Engagement from different
stakeholders
Benner’s theory will identify
themes and needed supports for
CCRNs
Collaboration and participation
between leaders and CCRNs

In-services provide the opportunity
for educating the CCRNs (may
extend to other healthcare
providers) on the importance of
stepping away to re-group
Supportive environment without
the need to explain ‘what is wrong’

Solution Three:
Integrating Late-Career
CCRN Point of Care
Mentors
Conference room use (no cost)
Office supplies (covered by
current budget for the
program)
MOH to restart funding for
‘Late Career Initiative’
CCRNs who are leaving: early
retirement, ready to retire, or
want to return casual with a
desire to stay and work as
mentors
ONA agreement – appointed
mentor positions versus
following the Collective
Agreement (ONA, 2021)
Develop long-lasting mentoring
relationships
Sharing of intellectual capital

Table 2 continued
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Solution One: Co-Creating
Support program(s) –
Collaboration Between
Leaders and CCRNs
Increased retention – the support
program is driven by CCRNs

Solution Two:
Critical Care Registered
Nurses Develop and Integrate
a Pause Break
Shared understanding among
CCRNs

Benner’s stages inform the
supports needed depending on
CCRN transition

Consequences

Some CCRNs may have
reservations of working with
leaders
CCRNs may need time to establish
trust and be comfortable sharing
narratives and lived experiences

Financial Cost

CCRNs are paid overtime and cost
of agency nurses
Leaders, directors, advanced
practice nurses, clinical educators,
and chaplain have protected time
(no financial cost)
Economic impact to decrease
financial pressures within the
Trauma program

Solution Three:
Integrating Late-Career
CCRN Point of Care
Mentors
Allows late-career nurses ready
to retire the opportunity to
come back on a casual status—
different responsibilities
Increased retention and
recruitment of CCRNs -able to
advertise mentors working on
all units

Some CCRNs may not feel they can
ask for a Pause Break because of
historical assumptions and
perceptions – need to hold
emotions in (Hawthorne & Gordon,
2020)
May take time to unfreeze old
behaviours and patterns of ‘doing
things’
No financial cost

Some new CCRNs may not
want to be mentored
May be perceived as punitive
working with a mentor
Some mid-career CCRNs may
not want to work as mentors
because of burnout/moral
distress
Cost of hiring experienced
CCRNs as casual staff
No benefits or pension paid
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Priority Solution: Collaboration Between Leaders and Critical Care Registered
Nurses
The nursing shortage crisis in critical care is partly due to psychological, emotional,
spiritual distress, and well-being and requires prioritization (Grinspun, 2021; Platt, 2021). The
priority solution is solution one because current state of intensive care units at ECH is that
CCRNs work in technological laden environments underpinned by empirical knowledge, which
is objective (Schwind & Manankil-Rankin, (2020) and described by Chinn and Kramer (2015) as
"technical acts and routinized procedures" (p. 133) that contributes to routinized procedures
and care. ECH is a Level 1 Trauma Centre, where the most critical patients sustaining
multisystem trauma are transferred from various geographical locations (ECH,2021d). For
nurses to work in this environment, CCRNs must have a Critical Care Certificate and complete
higher level of specialized education and obtain advanced skills depending on the intensive care
subspecialty, for example, trauma, neurovascular, medical-surgical, burns, and cardiovascular
intensive care units. CCRNs cannot depend on empirical knowledge alone to address the
psychological, emotional, spiritual, and wellness needs of CCRNs. Schwind & Manankil-Rankin
(2020) reiterate that intentional reflection enables nurses to expand their "ways of being
(ontology), knowing (epistemology), and doing (praxis)" (p. 474) and what is needed to assist
CCRNs to blend the science and art of nursing.
Currently, what has not been considered at ECH are the support initiatives or the
awareness for the need to integrate the art of nursing and the artful ways of being to inform
CCRN wellness, address moral distress (Bender & Elias, 2017) and curb the mass exodus of
CCRNs (Grinspun, 2021). The most critically ill patients requiring life-saving measures demand
nurses with advanced knowledge and skill. New CCRNs feel overwhelmed, distraught, or
stressed (Brook et al., 2019; Burmeister et al., 2019; Campbell, 2013; Jansan Perry et al., 2018;
MacKusick & Minick, 2010) because they fear making a mistake (Murray et al., 2019).
Conversely, proficient and expert CCRNs describe moral distress because they are called upon to
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bear the burden of care on their shoulders. The toll and obligations required of experienced nurses
have resulted in an overwhelming workload, moral distress, and diminished well-being (GonzalezGil et al., 2021; Mohammed et al., 2021). Acknowledging that isolation, compartmentalization,
absenteeism, and disengaging is a manner of coping identified in the literature and displayed by
novice to expert nurses (Danella et al., 2017; González-Gil et al., 2021) should alert leaders of the
burden of care CCRNs at ECH.
CCRNs narratives and lived experiences affords leaders and nurses the opportunities to
participate in focused groups and discourse to illuminate common themes impacting nurse
distress and wellbeing that emerge from CCRNs voices. Proficient and expert CCRNs are called
upon to bear the burden on their shoulders, they are assigned the most critically ill patients,
they are team leaders on the units, they respond to Code Blue throughout the organization, and
are the ones to always orient new nurses. The toll and obligations required of experienced
CCRNs has resulted in overwhelming workload, moral distress, and diminished wellbeing
(Gonzalez-Gil et al., 2021; Mohammed et al., 2021; Steege & Rainbow, 2017). Lewin’s (1947)
refreezing stage would demonstrate sustained support for all CCRNs depending on where the
nurses’ transition is based on Benner’s stages. Burke and Litwin (1992) suggest, the outcome of
any change is the impact on performance meaning that, at the end of CCRNs performance are
human lives that depend on the advanced knowledge, skill, and judgement of these valuable
CCRNs.
The financial pressure of paying CCRNs overtime or booking agency is less than the
financial cost for the number of CCRNs leaving intensive care units. The 2019 National
Healthcare Retention & RN Staffing Report stated that "nurse attrition will cost (save) the
average hospital an additional $328, 400…the average turnover costs result in hospitals losing
$4.4 million to $6.9 million each year" (Shaffer & Curtin, 2020, para 8). It costs approximately
"$82 000 (not counting overtime, cost of backfilling, re-training and onboarding a nurse"
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(Shaffer & Curtis, 2020, para 8). At a time when nurses are exiting the profession for change to
happen, CCRNs must be part of the solution.
Inviting CCRNs from Benner’s (2004) different stages of nurse development to
collaborate alongside nurse leaders can illuminate nurses’ needs and assist in implementing
support, initiatives, and resources to aid CCRNs. The implementation plan consists of PDSA
cycles (Deming, 1986) beginning with each of the five intensive care units at the same time to
ensure that the support program(s) that was developed by the CCRNs and leaders is
implemented based on the themes that emerged from the thematic analysis and the theoretical
underpinnings mentioned earlier. The COP members are immersed in all aspects of the PDSA
cycle stages because they comprehend the importance of capturing the essence of interpretive
phenomenology, whereby Heidegger’s (1962/2008) being-in-the world (p. 78) necessitates
persons to ask, “are there implications for change in our situated context?” “do narratives
contradict prevailing norms, or beliefs, and/or theories?” (Munhall, 2012, p. 168); because
interpretation and critique must also take into consideration the “social, culture, political,
healthcare, and educational change and approaches” (p. 168). Solution one then, requires
CCRNs and leaders to question, assess, and re-frame the status quo and commit to how persons
experience the world and what is the meaning given to experiences; more importantly, it is
imperative for leaders to understand the phenomenon - nurse as artist because the work nurses
do embraces meaningful connections and the care CCRNs provide often extends beyond the
empirical realm into an existential space (Watson, 2008).
Implementation of solution one may have some barriers because currently, nurses do
not participate in program planning or implementing strategies to address problems or change,
and this will require CCRNs and leaders to be open, patient, and accepting of learning new ways
of leading and following. One benefit to solution one is the integration of the Plan-Do-Study-Act
(PDSA) model (Deming, 1986) integrated at the same time among each of the different intensive
care units. Starting each unit at the same time will afford the COP members to glean insight into
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the strengths, gaps, and opportunities for each of the intensive care units. The PDSA model is a
framework used for developing, testing, and implementing change leading to improvement
(National Health Service [NHS], 2022). This model is widely accepted in healthcare for quality
improvement initiatives, practice and program development (Taylor et al., 2014). Healthcare
organizations often utilize the PDSA model because of its prescriptive four-stage closed-loop
learning approaches needed to implement change (Taylor et al., 2014) and ECH is no different.
The model resembles the nursing process (i.e., assessment, planning, implementation,
evaluation) used daily to plan patient care (Ferguson & Rohatinsky, 2015) that guides nurses’
decision-making. Providing CCRNs a model that is familiar and that they comprehend will
enhance participation, decrease barriers, and encourage inclusion among staff. Change in the
context of equity, ethics, and social justice is discussed next.
Change in the Context of Equity, Ethics, and Social Justice
The nursing profession is grounded in equity, ethics, and social justice. For these
reasons, nursing values and ethical responsibilities are central to the nursing profession and
discipline. The CNA (2017) has reiterated that ethical nursing practice is articulated through
seven primary values and responsibility statements, guiding nurse decision-making, advocacy,
and social justice. The seven primary values are “providing safe, compassionate, competent and
ethical care; promoting health and wellbeing; promoting and respecting informed decisionmaking; honouring dignity; maintaining privacy and confidentiality; promoting justice; and
being accountable” (p. 10). Chinn and Kramer (2015) asserted that ethical matters are
complicated and are not easily addressed in nursing because most of the decisions and
situations nurse leaders and CCRNs are confronted with are not clear and are juxtaposed. For
example, the CNA’s (2017) seven primary values guide nurses’ decision-making; however, it is
not always the reality in practice. CCRNs are struggling to give the best care possible, but the
pressures evident in healthcare are making this an impossible feat (Burmeister et al., 2019;
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CCSO, 2019; Danella et al., 2017). However, even in dire situations and unprecedented times,
ethics, morality, equity, and social justice must be preserved and respected.
Ethical Considerations Outside a Western Worldview
Reflecting on the PoP and subsequent OIP, one area not yet considered for initiatives or
programs within ECH includes the diverse multicultural, ethnicity, values, and beliefs of some
CCRNs because most programs are grounded in a Western worldview (ECH, 2020). ECH
leaders and educators develop programs underpinned by evidence-based practice and empirical
models that are then disseminated to the frontline (ECH, 2020). Ethical dilemmas result from
differences of opinion, blurring of boundaries, complicated situations, and difficult decisionmaking (Rizalar & Baltaci, 2020). Ethics in healthcare are viewed from a standpoint of
protection (Rizalar & Baltaci, 2020), fairness (Aaron et al., 2021), equity and emancipation
(Chinn & Kramer, 2015), and do no harm (Burns & Grove, 2011; Rizalar & Baltaci, 2020).
Integrating diverse ways of knowing and cultural and ethnic perspectives requires re-framing
any change implementation through an ethical lens (Baumann & Blythe, 2006) that leaders and
CCRNs must adopt to ensure fairness (Saruhan, 2014), inclusion, and equity (Aaron et al.,
2021). For instance, ECH leaders have partnered with external community stakeholders and
have committed to providing Internationally Educated Nurses (IENs) the clinical hours they
require to meet CNO requirements to practice. Meaning that, over 50 IENs were provided
supervised clinical placements at ECH in acute care units (ECH, 2022c), but only six IENs were
placed in the intensive care units (ECH, 2022b). After IENs completed their supervised clinical
hours, many IENs verbalized they wanted to remain on the acute care units to glean more
experience in a Canadian system (ECH, 2022b). The Human Resource’s recruitment team is
staying connected with the IENs to offer them Critical Care Sponsorship when they are ready to
transition to the intensive care. George (2003) suggested it is not always easy to change culture
because feelings of discomfort and tensions may arise deep within oneself, but leaders need to
be patient, communicate, and insist that change is necessary to ensure all standpoints are
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included (George, 2003; Gonzalez-Gil et al., 2021) and challenging the traditional Western
worldview.
Leaders’ Ethical and Moral Responsibilities
Liu (2017) posited that leaders have a moral and ethical responsibility to provide a safe
work environment, which includes providing education, support, and resources and listening to
the concerns of frontline staff. This illuminates the disparities in cookie cutter corporate
programs because they are developed from a Cartesian paradigm requires attention; without
deconstructing the status quo, change is not possible (Mohammed et al., 2021; Nowicki et al.,
2020; Paterson et al., 2020). Similarly, Ehrich et al. (2015) suggested that ethical leadership
requires leaders to behave and respond in moral ways, which are viewed in the realm of caring,
honesty, and ethical behaviour. The consequences of not implementing support strategies and
programs for CCRNs may increase moral distress, attrition, and errors that put patients at risk
(Hooper et al., 2010; Van Osch et al., 2018; Wolf et al., 2016). Ethical decision-making is
essential to address the disparities and adversity CCRNs face daily (Ford, 2020).
There is a moral responsibility to ensure nurses are empowered regardless of years of
experience, culture or ethnicity, religion, or gender (Boamah et al., 2016; Sinsky et al., 2020);
staff need to embrace a spirit of emancipation and advocate for change. Chinn and Kramer
(2015) reiterated that emancipatory knowing is a person’s “ability to recognize social and
political problems of injustice or inequity, to realize that things can be different” (p. 66).
Emancipatory knowing develops awareness of social injustices and inequities and leads to
challenging the status quo and fosters change (Chinn & Kramer, 2015). CCRNs are empowered
to become change agents who collaborate with leaders in a relational way of being (Cara, 2004;
Liddicoat, 2019), to ensure their voices are heard (Ehrich et al., 2015).
The concept of ethics of care is grounded from the perspective that persons are
supported to achieve their full potential with appropriate support and resources required to be
successful (Ehrich et al., 2015). Lewin’s democratic leadership principles combine “degrees of
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leadership and freedom as an effective situation model” (Crosby, 2021, p. 39): meaning that
leadership, structure, and freedom result in persons achieving balance and responding
appropriately to situations, and self-differentiation is developed, which results in high
performance, low tension, and high morale (Crosby, 2021). Lewin’s democratic principles have
the ability to decrease prejudices such as racism, sexism, and biases held by leaders and
followers (Crosby, 2021).
Challenging the status quo allows for optimization for change; where trust emerges,
humanness is enacted (Caruso et al, 2008; Parse, 1992), and freedom of expression is embraced
in conversations (Burnes & Cooke, 2013; Crosby, 2021). Burnes and Cooke (2013) further
reiterated that from a Gestalt perspective, persons must be viewed as a whole entity and not as
the sum of parts, because a person is interdependent with mindbodyspirit and interacts in a
dynamic manner. Some authors argued that a person’s behaviour is influenced by their current
environment and a person’s perception of the situation (Burnes & Cooke, 2013; Parse, 2016;
Watson 2007). Similarly, a humanistic paradigm (Watson, 2008), interpretive phenomenology
(Heidegger, 1962/2008), and authentic (George, 2003) and transformational leadership
(Kouzes & Posner, 2017) all espouse these constructs.
Mobilizing Empowerment, Equity, and Social Justice
An equity and social justice lens ensures that the change plan empowers and mobilizes
CCRNs. When CCRNS and leaders challenge the status quo, the ethic of justice (Ehrich et al.,
2015) emerges, and CCRNs are tasked with advocating for gender equality and incorporating
multiculturalism and ethnicity in all aspects of decision-making and support systems (Ehrich et
al., 2015). Equity is achieved by fostering safe spaces to learn, collaborate, participate, and
discuss multiple worldviews (Parse, 1997; Watson, 1999) and strategies to inform and to
mobilize support systems for all CCRNs to enhance morale, mental health, and job satisfaction
(Bender & Elias, 2017; Mohammed et al., 2021; Zuzelo, 2020). Ethics of responsibility requires
leaders to cultivate the capacity to bring CCRNs’ lived experiences and narratives to light and
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use them as a springboard for ethical and just discourse (Ehrich et al., 2015). Authentic leaders
who embrace authenticity lead morally and ethically, accept that all persons are unique and
understand the importance of each person’s own story and they value perspectives of others
(George, 2003; Lane, 1987; Walumbwa et al., 2008; Watson, 1988).
From Neoliberalism to Contemporary Leadership
Although ECH is grounded within a neoliberalist paradigm, current senior leaders are
transformational and invest in staff employed within the organization. The retention,
recruitment, and wellness of staff are paramount for leaders despite the staffing pressures and
continued effects of COVID-19 (Ford, 2020; González-Gil et al., 2021). As discussed in Chapter
1, leadership has taken a stand towards ensuring that equality, inclusion, diversity, and social
justice are embedded in its policies and program development to incorporate multiple realities.
Currently, senior leaders support many different working groups and steering committees to
bring social justice and inequity awareness: for instance, the President and CEO’s commitment
to supporting the Black Lives Matter movement. ECH hired Indigenous Elders to facilitate
holistic practices embedded within the Indigenous culture: for example, smudging ceremonies
and Elders working with ECH staff to teach Indigenous ways of being (ECH, 2021b). The Office
of Patient Experience works with patients and families and liaises with leaders and CCRNs to
bring concerns forward that require just solutions. Patient and Family Advisors volunteer to
work with staff in the intensive care units and are the patient and family voice to inform
decisions and opportunities to improve the experience for patients. The Organizational
Development Department has developed several workshops, education, and courses focusing on
civility, respect, diversity, and inclusion (ECH, 2020). Senior leaders collaborate and unite in
the spirit of commitment and inclusion with staff. Ethics, equity, and social justice are being
embedded throughout the culture of nursing and at ECH.
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Chapter Summary
This chapter discussed the PoP, lack of support to address the psychological, emotional,
and spiritual distress suffered by CCRNs in a tertiary care hospital in Central Ontario by
interweaving authentic leadership (George, 2003) and transformational leadership (Kouzes &
Posner, 2017). Lewin’s (1951) three-stage force field model of change theory underpinned the
theory for change. The critical organizational analysis was explained utilizing Burke and Litwin’s
(1992) performance change model. The three solutions presented for the PoP were discussed,
resulting in prioritizing solution one: co-creating support program(s) through collaboration
between leaders and CCRNs using Benner’s (2004) novice to expert framework, interpretive
phenomenology, authentic and transformational leadership approaches. If the mass exodus of
CCRNs is to be halted and the priority is to protect the need for intensive care, then leaders need
to comprehend that nurses’ personal narratives can inform support program(s) needed to retain
CCRNs in the profession. Chapter 3, illustrates the importance of the implementation,
monitoring and communicating the dissemination of the OIP and solution two. Without a
robust implementation plan there is a risk that change will not be sustained.

73
Chapter 3: Implementation, Evaluation, and Communication
In Chapter 2, the PoP, the lack of support required to address the psychological,
emotional, and spiritual distress suffered by critical care nurses (CCRNs) in a tertiary care
hospital in Central Ontario was explored through authentic (George, 2003) and
transformational leadership (Kouzes & Posner, 2017) approaches. Chapter 2 discussed the
overarching framework for underpinning the change process (i.e., how to change), critical
organizational analysis (i.e., what to change), and the potential solutions to illuminate the lack of
support required to address the psychological, emotional, and spiritual distress suffered by
CCRNs. In Chapter 3, the OIP is focused on implementing the change plan, monitoring and
evaluating the change initiated through validated measurement tools. The next section discusses
an overview of the change implementation plan including the project goals, community of
practice (COP) roles and responsibilities, reaction to change, necessary resources, potential
challenges to implement the plan, and a detailed communication plan. Lastly, this change
implementation plan will achieve the desired future state and reframe how programs for nurses
are developed within ECH. The plan’s iterative process aligns with interpretive phenomenology,
a humanistic paradigm, and authentic and transformational leadership approaches.
Change Implementation Plan
This section discusses the influence and impact that collaboration between CCRNs and
leaders has on Excelicare Hospital (ECH) because of the lack of support required for nurses
working in intensive care units. The beginning of the change implementation process begins
with the plan stage of the PDSA cycle (Deming, 1986). The change leader will schedule face-toface meetings with the VP-CNE to provide a summary of the change implementation plan and
obtain feedback and approval. The COP members will develop terms of reference that include a
shared vision (Kouzes & Posner, 2017), values, purpose, objectives, timelines, and end goal. The
COP will participate in a one-day workshop where they will review resources to understand
Lewin’s (1947) three-stage force field model for change, Benner’s novice to expert (1984), and
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review the PDSA model (Deming, 1986). Interview questions will be developed, PESTEL
analysis is reviewed (Deszca et al., 2019), analyzed, and revised if required. The COP will also
participate in scheduled meetings, focus groups, semi-structured interviews and the CCRNs will
participate in artistic and aesthetic (Chinn & Kramer, 2015; Parse, 2016) ways of communicating
with the leaders (Saruhan, 2014).
Organizational Strategy
Implementation of any change plan necessitates careful consideration to operationalize
the strategy and action needed to execute the change (Deszca et al., 2019). This plan involves
challenging the status quo and current state of program development within ECH. The
organizational analysis discussed in Chapter 2 reveals that in addressing the complexity of the
PoP, human beings are directly at the centre of the OIP, and managers must reflect on the
influence a top down approach to decision-making contributes to CCRNs feeling distressed. The
importance for the COP to believe in a shared vision and future state is essential for the
commitment of reframing the existing intensive care structure (George, 2003; Kouzes & Posner,
2017; Schein, 2017). The literature reiterated the importance of leaders and frontline nurses
working together to integrate a humanistic paradigm if leaders are to understand the stressors
contributing to increased adversities facing CCRNs (Danella et al., 2017). The aesthetics (i.e.,
art) of nursing are just as important as the empirical (i.e., science) knowledge required of
CCRNs (Bender & Elias, 2017). The aesthetic acts cannot be measured but are vital to the work
nurses perform. Therefore, the environment must be considered and prepared to encompass
psychological safety and commitment to truth through inquiry and dialogue (Boykin et al., 1993;
Mottaghi et al., 2020; Schein, 2017).
The organizational strategies specific to ECH include starting with leaders modeling the
tenets of authentic leadership alongside a humanistic paradigm in their conversations on the
frontline (George, 2003; Kouzes & Posner, 2017). Beginning with meaningful conversations and
a focus on relationship building ECH leaders are able to glean a new perspective of what CCRNs
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need, the purpose of this action is to begin to foster trust and collaboration between CCRNs and
leaders (George, 2003; Kouzes & Posner, 2017). Leader presence on the frontline is vital for
CCRNs to observe and believe leaders are committed to change and supporting them; this will
be achieved by speaking to staff about nurse led support programs and the importance of
capturing the qualitative and aesthetic work that is often not captured. Engaging CCRNs to
assist leaders to understand the essence of what this work means and why it is important; this
strategy reflects ECH’s Strategic Plan (2021d) and demonstrates commitment for change.
Encouraging diverse participation from CCRNs reflecting ECH’s multicultural representation
and inviting IENs to be part of discussions alongside other CCRNs to foster different
perspectives, sharing of intellectual capital and worldviews. Diverse participation provides an
opportunity for reflection and consideration of different standpoints, which reflects ECH’s
Equity, Diversity, and Inclusion policies (ECH, 2021b) but also the Strategic Plan (ECH, 2021d).
Leaders’ commitment to supporting change and partnering with CCRNs working the
frontline by including nurses’ voices at all levels of program and policy development,
implementation, and evaluation is critical; fostering meaningful relationships and taking action
is the only way for CCRNs to believe and trust their voices have been heard but they are part of
the solution to address the crisis the nursing profession is facing (Brook et al., 2019; Buchan et
al., 2022).
Change Planning and Goal Setting
Even when utilizing the information gleaned from the organizational analysis in Chapter
2, the implementation of organizational change in healthcare is not always successful or
sustained: for example, resistance to change, readiness for change, commitment to change,
manager readiness, and lack of transparency often results in a breakdown of change
management (Kotter & Schlesinger, 2008; Storkholm et al., 2018). Therefore, prioritizing
awareness through diverse mediums is vital (e.g., email, internal intranet site, weekly leader
updates, daily staff huddles, etc.) if CCRNs are going to participate in implementing the plan.
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The planning and goal setting must be viewed as benefitting the nurses if they are to accept and
embrace the change (Deszca et al., 2019). Of utmost importance is to include CCRNs from the
inception of the planning and decision-making. Using a COP in the implementation phase of the
OIP is a transparent way to build capacity, develop trust, and empower CCRNs to become
change agents (Deszca et al., 2019). When CCRNs take on the role of change agents, they create
“sub-visions to generate emotional energy and directional clarity” (Deszca et al., 2019, p. 124)
needed for critical care units at ECH.
The ultimate goals for the OIP are to (a) identify and implement support program(s) that
will determine the resources needed to support CCRNs working in intensive care units;
(b) reduce CCRN moral distress (i.e., psychological, emotional, and spiritual distress), including
inequity and exclusion; and (c) improve nurses’ experiences by collaborating with leaders in cocreating support systems within ECH to increase retention of CCRN and decrease attrition.
However, I am mindful of the vertical authority structure within ECH and that CCRNS may
perceive this as a power imbalance (Porter-O’Grady & Malloch, 2007). Therefore, it is important
that the COP trusts me as the change leader for the COP. The COP must consist of more CCRNs
than leaders: for example, a total of 10 CCRNs consisting of novice to expert, reflective of novice,
advanced beginner, competent, proficient, and expert (Benner (2004); two Patient Care
Managers from the different intensive care units; one Advanced Practice Nurse; two Clinical
Educators, who are union members; Director of Interprofessional Practice and Director of
Operations, Trauma (i.e., change leader); Vice President-Chief Nurse Executive (VP-CNE); and
administrative assistance. As the change leader, I will work with the Spiritual Care Department
to obtain support (i.e., counseling, spiritual support, and psychologist) for CCRNs impacted by
sharing their experiences.
The Importance of Short-, Medium-, and Long-Term Goals
To implement a plan successfully short-, medium-, and long-term goals must be specific,
measurable, attainable, relevant, and time-limited (SMART) (CNO, 2021, p. 7; see also Deszca et
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al., 2019). Identifying SMART goals enables the working group to meet deliverables, revise the
goals, if necessary (CNO, 2021), and ensure the change implementation continues moving
forward (Appendix H).
Short-Term Goal
The short-term goal for this OIP is to create a COP with CCRN representation from the
five different intensive care units. The timeframe is from the beginning of April until the end of
July (i.e., 3 months); the deliverables are to develop terms of reference (i.e., purpose, vision,
goals, outcomes, membership, role, confidentiality, responsibilities, membership, and meeting
schedule); decide the order for the intensive care unit participation from one to five; and obtain
employee assistance program (EAP) information. The short-term goal provides the COP the
opportunity to brainstorm and discuss the COP learning needs. The COP completes a cultural
assessment of the five different intensive care areas and leadership approaches. The final vision
is communicated to the VP-CNE for feedback and approval, and monthly meetings are
scheduled with the VP-CNE as per the ECH reporting process.
Mid-Term Goal
From early August until the end of March (i.e., 7 months), the COP will identify and
prioritize themes emerging from the phenomena of narratives contributed by CCRNs. In
collaboration, CCRNs and leaders will develop a plan to implement the PDSA cycle, starting with
units one to five. The outcomes for mid-term goals are to have an 8-hour workshop for the COP
group, where the change leader (me) will explain Benner’s (2004) theory, Lewin’s (1947) threestage force field model of change theory, the tenets for authentic leadership (George, 2003), and
transformational leadership approaches (Kouzes & Posner, 2017). A thematic analysis will be
completed from phenomena extracted from narratives to develop the foundation of the support
program(s) for CCRNs. COP members continue to attend scheduled meetings, and the change
leader will keep the VP-CNE appraised of progress on a monthly basis.
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Long-Term Goal
The long-term goal timeline is the beginning of April and ending in April of year two.
PDSA cycles continue until the support program(s) are implemented for novice to expert nurses
within the five intensive care units. The yearly Employee Engagement Survey (EHC, 2021a) will
be utilized to assess CCRN satisfaction; human resources will provide monthly CCRN vacancy
updates. Knowledge translation is achieved through presenting the end support program(s)to
senior leadership and the Board of Directors. It will also be presented at the Canadian
Association of Critical Care Nurses Conference to assist other healthcare organizations to
support CCRNs.
Community of Practice Member Responsibilities and Timelines
As the change leader, I will actively participate in the COP, as it is important to model the
way and inspire a shared vision, which are two of the tenets from Kouzes and Posner’s (2017)
transformational leadership approach. As the Director of Operations, Trauma Program, my
authentic and transformational leadership approaches align with the COP, by being present,
engaged, and ensuring that CCRNs have the support needed. The responsibilities of the COP
members are vital and are outlined in Appendix I, ensuring that all COP members understand
their roles to ensure the success of the change implementation plan.
The timeline for implementation for the change plan will span over two fiscal years
(Appendix H), the fiscal year is April 1 to March 31, ensuring alignment and evaluation is
consistent with ECH corporate reporting structure. Lewin’s (1947) three-stages change model,
comprised of unfreezing, movement and refreezing, will be instrumental in identifying the
priorities for the change to be successful and sustainable (Bournes et al., 2004; Lewin, 1948).
Meetings will be scheduled in advance to allow full participation; hybrid platforms (in person
and virtual) will be used for flexibility. Of paramount importance is for CCRNs to believe there is
no power imbalance (Kvale & Brinkmann, 2009) because of the leaders participating in the
COP. To address this concern, CCRNs will lead the process with support from me as the change
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leader because of the rapport I have established with the CCRNs and leaders (Deszca et al.,
2019).
Lewin’s Three-Stage Change Model and CCRN & Leader Collaboration
Lewin’s (1947) unfreezing stage re-examines old practices, behaviour, and traditional
ways of developing program(s) need to change. For successful change to happen at the ground
level, CCRNs’ participation needs to be prioritized. Nurse participation is vital because CCRNs
have to share the vision for change and need to drive the change while working collaboratively
with ECH leaders (Bournes et al., 2004). The unfreezing stage requires leaders to step back and
empower CCRNs to explore multiple perspectives, narratives, and ways of identifying support
and resources needed to address nurses’ distress and well-being. Nurses deconstruct existing
supports, resources, and programs within ECH, identifying strengths, gaps, limitations, and
envision what needs to be prioritized to develop support program(s) for CCRNs.
The unfreezing stage includes stakeholders (change leaders/agents) and COP members
to hold biweekly face-to-face meetings, where the administrative assistant takes minutes to be
disseminated to COP members and all intensive care unit nurses. Weekly email updates are sent
to staff and monthly updates are reported to VP-CNE. The importance of celebrating small wins
cannot be minimized because CCRNs are going to be sharing their personal realities and their
courage needs to be applauded.
During the second stage motivations (movement/changing) stage (Lewin, 1947) , the
CCRNs and leaders come together to identify the change implementation plan and strategies to
be utilized. The current education programs are re-evaluated and the COP develops CCRNs and
leaders will articulate the driving forces propelling the change forward and the restraining forces
that will prevent the change from happening (Bournes et al., 2004; Lewin, 1951). For example,
current support systems and education focus on clinical skills, measurable outcomes,
assessment, medical directives, and clinical competencies (Enns & Sawatzky, 2016; Schriner et
al., 2010; Winters, 2016). The movement stage is imperative because as Lewin (1951) described,
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change cannot happen without a collective whole. A sense of pride and accomplishment assists
in forging connections of trust needed to sustain the change through acts of human kindness
such as caring, compassion, and celebrating successes. As the PDSA cycle continues and the
COP members continue to meet, the Communication Department assists in developing a portal
on the ECH intranet for the COP members to update minutes, small wins, results of survey
monkey, and schedule virtual town hall meetings.
The third stage us the refreezing stage, during this stage, the implementation and
integration of the change take place (Schriner et al., 2010). The nurses work collaboratively with
leaders, whereby leaders commit to situating themselves alongside the nurses to present a
united stance; this is an important step if leaders’ and nurses’ perceptions are to change. The
participation of all stakeholders and their commitment and motivation are instrumental in
making the refreezing stage successful (Lewin, 1947; Schriner et al., 2010). As ECH’s
institutional norms begin to shift toward a humanistic paradigm, new meaning is intertwined
with renewed perspective, and thus, the refreezing stage allows for solidification, sustainability,
and successful change. Lewin’s (1951) last stage is a point of celebration for the COP, CCRNs,
and ECH leaders because support program(s) are developed, implemented, and policies have
been established. Collaboration between CCRNs and leaders has established meaningful
relationship whereby transparency and re-framing program development for frontline CCRNs is
sustained. A wide announcement to all ECH ‘s internal and external stakeholders wide from the
VP-CNE would celebrate successes and incorporation of the change implementation plan (see
Appendix H) for more detailed information. Furthermore, because authentic leadership
(George, 2003) is situated in authenticity and aligns with interpretive phenomenology and
Kouzes and Posner’s (2017) transformational leadership worldview, this illuminates a distinct
manner of leading by following the CCRNs.
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Response to Reactions to Change
The literature suggested that organizational change initiatives in healthcare frequently
result in failed implementation and sustainability (Storkholm et al., 2018); one main reason is
because the change recipients have not been adequately prepared for the proposed change
(Kotter & Schlesinger, 2008; Storkholm et al., 2018). Failure is a result of a breakdown of
communication and insufficient awareness of the need for the change (Deszca et al., 2019;
Kotter & Schlesinger, 2008; Storkholm et al., 2018). A robust communication strategy is
imperative to allow opportunities for staff to ask questions and clarify misconceptions (Kotter &
Schlesinger, 2008). The historical top-down decision-making approach and negative
experiences with change have not left CCRNs feeling included or participants of change
(Mohammed et al., 2021; Palmer et al., 2018); therefore, town hall meetings are necessary to
enable staff to gather in an open forum for transparent discourse to take place. It is important
for the COP to engage in ongoing dialogue to ensure clear and consistent messaging is
maintained (Gutberg & Berta, 2017).
Education is another means of providing information to ease nurses’ feelings of
uncertainty (Benner et al., 2010). Different mediums of education, such as in-services, unit
huddles, providing literature, and having focused discussions, create opportunities for shared
dialogue and enables more frontline CCRNs to participate in propelling the change forward
because they understand the reason for the change (Gutberg & Berta, 2017; Kotter &
Schlesinger, 2008). The intensive care unit and nurse culture must be understood to ensure the
communication plan is successful. Therefore, the CCRNs participating as COP members are the
ideal persons to communicate the change to the frontline. The reason for the nurses to lead the
communication is because they are trusted colleagues who work alongside the nurses working in
the intensive care units. Moreover, when the COP nurses lead the communication and explain
the trajectory of the change implementation plan and desired vision, there may be reduced
resistance to the change (Kotter & Schlesinger, 2008).
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Engaging and Empowering Community of Practice Members to Achieve the
Envisioned Future State
Higgs and Bithell (2001) reiterated that nurses thrive in environments where
communities of practice are utilized. CCRNs are able to absorb new information while feeling
safe verbalizing their personal views and contributing to the knowledge of others. Similarly,
Rolfe (2012) referred to a community of dissensus as a means of promoting a fluid way of
thinking and interacting with others, thus aligning with authentic and transformational
leadership lens. Perhaps, when change recipients witness change initiatives driven by CCRNs,
they may feel empowered because it is their narratives, lived experiences, and their reality (i.e.,
worldview as they see it based on their interpretation) that essentially contributed to the
envisioned future state. Brown et al. (2021) suggested that if the change is to occur, dissolving
hierarchies and boundaries requires going beyond a paradigm shift for leaders because topdown systems need to be dismantled. The desired vision needs to be communicated through a
humanistic lens focusing on meaningful relationships, activism, and fostering communities with
a horizontal structure (p. 7). Earlier in Chapter 3, I discussed how Lewin’s (1947) three-stage
change model is utilized as the methodology for change management to occur and Appendix H
provides greater detail on the implementation for solution one: collaboration between leaders
and CCRNs.
Required Resources
ECH has abundant resources that can be utilized to decrease the cost of the OIP. The
Communication Department will be engaged to support the dissemination of broad
communication (discussed later in Chapter 3) to ensure ECH is aware of the initiative occurring
within the Trauma Program. The Human Resources Department is providing monthly CCRN
vacancy reports to monitor the number of nurses exiting the intensive care units. Information
Technology is available, including ATLAS.ti ,and NVivo software is available to complete the
thematic analysis, which are familiar to the change leader (me), thus providing cost savings.
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Although this results in backfilling a CCRN or nurse using their time off to attend meetings, the
benefit of change outweighs the risk for CCRNs committed to envisioning a new future and
retention of CCRNs. Meeting rooms are available for use by any ECH staff; the administrative
assistant will ensure meetings are booked in advance to respect everyone’s time. The virtual
meeting licenses already exist within the program. The Advanced Practice Nurse and Clinical
Educators have approved access to upload learning modules if needed at no cost (if an education
component is required). ECH offers funding support for research and capstone projects every
year if expenses are required beyond the support by senior leaders.
Potential Implementation Challenges
The PoP and OIP are focused on the lack of support to address the psychological,
emotional, and spiritual distress suffered by CCRNs that has resulted in the mass exodus of
CCRNs from the compounding effects of COVID-19. Another challenge to implementing the
change plan is that some CCRNs may not want to participate because they are tired and feeling
overwhelmed; therefore, advanced informal messaging and communication from nurses who
are members of the COP is crucial to ensure CCRNs believe in the vision for change. The
challenge that is most evident is the nursing shortage, and it may be difficult to backfill the shifts
for the CCRNs participating in the COP. However, pre-scheduling the meetings in advance may
decrease this challenge and offering over-time and virtual meeting options will allow nurses to
attend the meeting if they are not scheduled.
The change implementation plan timeline was discussed and the COP was identified as
vital for the success of the change plan. The goals, COP role and responsibilities, reaction to
change, necessary resources, and potential challenges to implement the plan were also
described. The importance of the change implementation plan cannot be understated, in the
following section, I describe the change process monitoring and evaluation required for the
OIP’s success, implementation, and sustainability.
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Change Process Monitoring and Evaluation
This section outlines a robust monitoring and evaluation process that is a critical
component of the OIP. Deming’s (1986) Plan-Do-Study-Act model (PDSA) model is familiar to
nurses because the PDSA cycles are routinely utilized in quality improvement processes,
decision-making, and patient care (Armstrong, 2017; Chaboyer et al., 2012). Lewin’s (1951)
three-stage force field model of change theory, Burke-Litwin’s performance change model
(Burke & Litwin, 1992), George’s (2003) authentic leadership, and Kouzes and Posner’s (2017)
transformational leadership intersect with each PDSA cycle. The first of the five intensive care
units to undergo PDSA will be determined by the COP guided by the OIP’s end goals as outlined
earlier in the chapter. The information collected from each PDSA cycle will be analyzed and
compared and will subsequently guide further decision-making, adjustments, and outcomes
until all five of the intensive care units have successfully implemented (Christoff, 2018) the
support program(s) within ECH.
Intersecting the PDSA Model with Change Models and Leadership Approaches
The PDSA model is based on the Shewhart cycle (Gorenflo & Moran, 2010, p. 1) and was
later advanced by Dr. W. Edward Deming. There are four stages of the PDSA cycle, that is
utilized for developing, testing, and implementing change leading to improved opportunities
and initiatives (NHS, 2022). PDSA cycles are a fundamental validated tool for quality
improvement (Taylor et al., 2014) initiatives such as clinical, practice, program development,
and organizational mandates. The second reason for choosing the PDSA cycle is because CCRNs
are already feeling overwhelmed, and I am cognizant that asking CCRNs to partake in another
task may be perceived by the nurses that “leaders are insensitive and are adding to their already
heavy workload.” Therefore, using a model already used by the organization and in their practice
will get buy-in from CCRNs. The PDSA cycles are a simplified scientific process used to test
incremental change that helps answer the following questions: What is the team or organization
trying to accomplish? What assessment has been completed to ensure the proposed change is an
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improvement? What change can be implemented to result in an improvement? (Christoff,
2018). These questions guide the COP group through the PDSA cycle (refer to Figure 3) and the
change implementation plan. Furthermore, healthcare organizations often utilize the PDSA
model because of its prescriptive four-stage, closed-loop learning approaches needed for
implementing change (Taylor et al., 2014).
Figure 3:
PDSA Cycle with Probing Questions

Note. Adapted from “Running PDSA Cycles,” by P. Christoff, 2018, Current Problems Pediatric
Adolescent Health Care (p. 199).
Some researchers and scholars may question the validity of using PDSA cycles for quality
improvement because many healthcare organizations use quantitative research to inform
evidence-based practise (Meyer Laverentz & Kimm, 2017; Speroff & O’Connor, 2004). PDSA
cycles promote small-scale and iterative means of testing interventions that enable quick
assessment and allow for flexibility when revisions are needed, in this instance CCRNs’ feedback
(NHS, 2022; Speroff & O’Connor, 2004).
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Plan Stage
The purpose of the plan stage of the PDSA model is to assess and explore the current
situation and fully understand the problem, timelines, and actions to be implemented into the
PDSA cycles (Appendix K). During the planning stage, the administrative assistant will preschedule meetings with the COP group and VP-CNE. The one-day workshop will be created to
ensure the theoretical underpinnings are understood by the COP members: Lewin’s (1947)
three-stage force field model for change, Benner’s (2004) novice to expert, and Deming’s (1986)
PDSA cycles. The COP will develop terms of reference that include: a shared vision (Kouzes &
Posner, 2017), values, purpose, objectives, timelines, and the end goal. Interview questions are
prepared for focus groups and semi-structured interviews where CCRNs will share their
narratives and lived experiences (George, 2003) and will incorporate artistic and aesthetic
(Chinn & Kramer, 2015; Parse, 2016) means, such as poetry, journal entries, and art, which will
be the mediums for capturing the essence of the phenomena (Watson, 2008). Success from the
focus groups and interviews will result in obtaining rich information that will inform the support
program(s) needed to address the PoP.
Collation of the findings from the needs assessment will include cultural assessment of
the five intensive care units, assess if the PESTEL analysis needs to be updated, review internal
and external drivers, and developing awareness of the strength, gaps, and opportunities for
personal and professional development. This stage may be uncomfortable for the COP members,
as an open discussion relating to power dynamics, inequity, cultural norms, racism, and social
justice must be had in order to achieve the desired vision for change and future state for the
intensive care units. Two pre-questionnaires are used to monitor and evaluate the progress of
the implementation plan. The Employee Engagement Survey and the HRQOL-14 (Appendix L),
discussed previously in this chapter, are completed for baseline data capture and subsequently
used to compare post-questionnaire scores. The planning stage provides COP members with the
opportunity to be the change agents and recipients who will benefit from what is learned in the
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planning stage. Meeting minutes are obtained by the administrative assistant and disseminated
to the COP to ensure progress is maintained and that timelines and goals are aligned with the
plan.
Do Stage
The second stage of the PDSA model is the do stage; this stage implements the action
(Christoff, 2018; Connelly, 2021; Gorenflo & Moran, 2010), which focuses on three factors:
“implement the improvement; collect and document the data; and document the problems,
unexpected observations, lessons learned and knowledge gained” (Gorenflo & Moran, 2010,
p. 4). This stage enables collaboration, feeling safe to challenge the status quo, seeing the future
from a new perspective, and envisioning the future (Christoff, 2018). The COP will establish
group norms founded on respect, civility, and embracing multiple worldviews. COP members
engage and reaffirm the vision for change through collaboration and participation. From the
emerging themes and analysis, the COP will brainstorm ideas, and then discuss and understand
the underlying causes of different stressors influencing CCRNs’ coping. COP members will
identify resources available within ECH and develop a support program(s) that addresses the
PoP. COP members will also begin to challenge the status quo by shifting perspectives from
negative to positives through the celebration of small wins. As CCRNs engage in active
collaboration, a new landscape for mutual understanding is forged, and sharing safe spaces for
discourse are cultivated (Jonas-Simpson, 2010; Tolle, 2008). Monitoring in this stage is
achieved by deliverable of themes, identification of resources, and COP member engagement
and participation.
Study Stage
The third stage of the PDSA model is the study stage, which involves analyzing the effect
of the intervention—the support program(s) co-created by the leaders and CCRNs. This stage
involves comparing data such as the pre- and post-questionnaire responses, observational data,
focus groups, and semi-structured interviews; analysis of the data is crucial to compare past and
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current performance, intensive care unit milieu, as well as discussing and documenting the
strengths, gaps, areas to improve, what was effective, and what was not (Christoff, 2018). During
the study stage, in-time evaluation is completed; hence, when COP members meet, they revise
and adapt processes based on the analysis of data captured. As the priority themes may need to
be re-analyzed, the root cause emerges, and support for the program may need to be revised and
adapted. The COP members also re-assess the PESTEL analysis to ensure its relevance and
make necessary revisions if new information has been gleaned. Communication of small wins
and the support program(s) continues at regular intervals via different mediums, and in-time reevaluation of processes are monitored and revised as needed by COP members.
Act Stage
The final stage of the PDSA model is act. During this stage, the culmination of planning,
testing, and analysis are reviewed, and the COP members make a decision whether the
“intervention being tested is adopted, adapted, or abandoned based on the evaluation of the date
in the prior stage” (Christoff, 2018, p. 199). Given this OIP, I foresee multiple PDSA cycles
needed because each of the five different intensive care units are unique in their subspecialties,
and each unit was assigned the order of one to five (based on unit with most CCRN attrition) by
the COP members. I acknowledge that this may produce multiple data, observations, and
previously considered feedback because each group may have variabilities. During the act stage,
adopting means standardizing the improvement measure if the measurable objective and aim
statement have been met (Christoff, 2018), thus, emphasizing the two-year timeline’s
importance. The PDSA cycle intervention is adapted using small-scale test cycles (Christoff,
2018; Taylor et al., 2014), and if the adaptations made to the intervention and the small-scale
tests have demonstrated no improvement, then it will be necessary to abandon and consider
lessons learned from the initial cycles and return to the planning stage (Christoff, 2018; Taylor
et al., 2014; see Figure 4). The COP members review the data and consider re-visiting solutions
they may not have implemented in prior PDSA cycles (Christoff, 2018). During the act stage, the
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change process plan is solidified (Christoff, 2018), policies are developed with stakeholder
engagement, information is updated on the career page of ECH’s corporate wellness intranet
site, and in an orientation, manual clearly describing the CCRN support program, which the
COP members will present to senior leaders, Board of Directors, and at Ministry steering
committees.
Figure 4:
PDSA Cycle One, Timeframe, and Solution One

Tools and Measures for Evaluating and Tracking Change
The tools and measures are integral for monitoring and evaluating successful change
with the implementation plan and interventions. Deszca et al. (2019) suggested that often, more
than one monitoring tool may be needed because of the complexity and multifaceted
implementation plans; Deszca et al. (2019) posited to “choose more approximate measures,
focus on vision and milestones, and learn as you go” (p. 380). Therefore, the first evaluation tool
used to monitor and evaluate staff wellness, moral distress, and attrition is ECH’s (2021a) yearly
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Employee Engagement Survey. This survey uses a Likert scale and has 41 questions; however,
for this OIP, the following questions will be evaluated at the beginning of the change plan, after
implementation, and yearly to ensure the support program(s) is meeting the needs of CCRNs.
The following questions from the ECH Employee Engagement Survey (ECH, 2021a)
would be monitored and evaluated by the working group for high acuity units:
•

Communication Openness: Staff are afraid to ask questions when something does
not seem right
•

Within 9 months of implementing solution one, the CCRNs will report
20% increase in communicating with leaders, asking questions, report
feeling safe when asking questions, and have their questions answered;

•

Staffing: Staff in this unit work longer hours than is best for patient care; we have
enough staff to handle the workload; we use more agency/temporary staff than is
best for patient care; we work in “crisis mode” trying to do too much, too quickly
•

Within 6 months of implementing solution one, CCRNs will report a 10%
decrease in agency nurses used in the intensive care units, increased
trained staff, and feel supported by leaders and organizational leaders;

•

Team Work: in this unit, people treat each other with respect; people support one
another in this unit; we work together as a team to get work done
•

Within 8 months of implementing solution one, CCRNs will report an
increase of 30% in team work. The CCRNs will be able to identify concrete
examples of how team work is demonstrated on the unit(s);

•

Well-being: I feel supported and have fewer feelings of stress, anxiety, and burnout
•

Within 9 months of implementing solution one CCRNs will report a 40%
increase of feeling supported, decreased feelings of stress, anxiety and
burnout. The CCRNs will be able to verbalize what support program
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initiatives are helping and what strategies they have implemented are
effective;
•

Self-Care: I understand the importance of self-care and I practice self-care routinely
▪

Within 6 months of implementing solution one, 50% of CCRNs will
describe what self-care means to them and how they incorporate selfcare into their personal and professional lives.

The Employee Engagement Survey aims to evaluate staff perceptions of ECH from multiple
domains. The purpose for tracking the CCRNs responses to the aforementioned questions is to
assess the effectiveness of solution one but more important do CCRNs feel supported with the
co-creation of support programs developed by CCRNs and leaders.
The second questionnaire for evaluating change is the Health-Related Quality of Life
(HRQOL-14) questionnaire (“Assessment: Health-Related Quality of Life,” 2010; Centers for
Disease Control and Prevention, 2000; Dumas et al., 2020). This questionnaire has been used in
nursing studies since 1993. The Likert-type self-care practices and health-promoting behaviours
subscale includes 21 items divided into four groups: physical, mental, emotional, and spiritual
health (Appendix L). CCRNs will be asked to indicate how often they have engaged in self-care
in the last 30 days (Lubinska-Welch et al., 2015); the purpose for asking CCRNs about self-care
is because often nurses have difficult appreciating the importance of self-care because of feelings
of guilt and nurses often accept nurses’ work as emotional laborers (Theodosius, 2008) and
therefore, a part of their job. The literature reiterates the importance of self-care as being critical
to combat the effects of moral distress and helping to achieve work-life balance (Brook et al.,
2019; Burmeister et al., 2019; Campbell, 2013; Caruso et al., 2008), but also the impact on the
mental health of CCRNs (Pfefferbaum & North, 2020). The rationale for choosing this
questionnaire for pre- and post-sessions is to understand the effect of integrating supportive
interventions for CCRNs to enhance psychological, emotional, and spiritual well-being. After 9
months of solution one implementation CCRNs will report a 20% increase in physical health, a
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25% increase in their mental, emotional, and spiritual health. The CCRNs will be able to provide
personal narratives examples and strategies they have utilized from solution one to support the
increase in HRQOL-14 scores from the pre survey to post survey results. The effectiveness of
solution one after HRQOL-14 questionnaire provides CCRNs with a baseline and post evaluation
of wellness and moral distress. Leaders and CCRNs can make strategic decisions required based
on the PDSA cycles. The questionnaires described in this section align with the PoP, ECH
(2021d) Strategic Plan, and the change and PDSA models integrated with the OIP.
Gauging Progress and Assessing Change
The complexities of embracing an interpretive phenomenological paradigm into
addressing psychological, emotional, and spiritual distress and programs focusing on CCRN
wellbeing requires leaders and CCRNs to be open to exploring new perspectives and engaging in
contributing to assessment, planning, implementing, and evaluating support program(s).
Intersubjective connections encourage a stance of curiosity so that CCRNs and leaders can
better engage with different perspectives and explore the unknown (Tolle, 2008). The
intersubjective experiences contribute to a safe space. During the Plan and Do stages, CCRNs
and leaders may come to appreciate the lived experiences and narratives shaping and
contributing to new ideas, ways of doing, and the envisioned future state of the CCRNs working
at ECH. Therefore, assessing the progress and assessing change will be accomplished by
drawing examples of the real-world application of different PDSA cycles to enable the COP
members to gauge improvement (Leis & Shojania, 2017). Another aspect of assessing,
monitoring, and evaluating change is the relationships that members of the COP cultivate.
DePree (2004) suggested that individuals who work often have “discontinuity between how we
see ourselves as persons and how we see ourselves as workers. We need to eliminate that sense
of discontinuity and to restore a sense of coherence” (p. 33). For the OIP to succeed, the
authentic and transformational leadership approaches will propel the progress and contribute to
the support program(s)’ success. George (2003) suggested that authentic leaders have a
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profound sense of purpose and tenacity. Authentic persons are passionate and enable others to
succeed because they care about their staff. This OIP has existential aspects that cannot be
measured because of the humanistic paradigm in which it is situated (Boykin & Schoenhofer,
1993).
Kouzes and Posner (1996) suggested that transformational leadership is a process, not a
place, requiring leaders to support the people they manage. Azanza et al. (2013) posited that
authentic leadership respects multiple perspectives and encourages reciprocal relationships
between leaders and nurses, thus cultivating positive working relationships, innovation, and
communities of practice and empowering nurses to be part of solutions via their voices
(Jasmine, 2009). Similarly, Burns (1978) suggested transformational leadership is inspirational
and motivates followers to achieve the best possible outcomes, including performance. Kouzes
and Posner (2017) reiterated that transformational leadership’s overarching effect occurs when
employers inspire employees to achieve their goals, collaborate, act as role models, mentor, and
encourage innovation and creativity. Everybody experiences a win-win situation (Geier, 2016;
Kouzes & Posner, 1996; Rowold & Heinitz, 2007).
This section explored the monitoring and evaluation plan for the change process. The
complete PDSA cycles, Lewin’s (1951) force field model, and Burke and Litwin’s (1992) change
model provide a robust monitoring and evaluation method to ensure the interventions are
implemented into the CCRN support program. The alignment with interpretive phenomenology
is the essence of capturing the lived experiences and narratives of the nurses. The theoretical
underpinning and leadership approaches inform the objectives for the PoP and subsequent OIP
while respecting multiple worldviews. The following section will outline the communication plan
and the change process.
Communication Plan
A communication plan is vital for any change imitative or project; communication is
never static, rather it evolves and unfolds depending on how initiatives or projects shift (Deszca
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et al., 2019). Without a strategic and robust communication plan, leaders will encounter staff
who are resistant to change because without clear and detailed information staff rely on
misinformation, rumors, and miscommunication (Deszca et al., 2019). When time is spent on
engaging key stakeholders and developing communication strategies less problems and
resistance occurs (Campbell et al., 2015; Kotter & Schlesinger, 2008). This section discusses the
importance of communicating the need for change and the change process and establishing the
awareness for change, including the stakeholder group. Klein (1996) and subsequently Deszca et
al. (2019) adaptation of the four phases of the communication plan is described.
Establishing Awareness of the Need For Change
Organizational change in healthcare is inevitable because of the evolution of research,
innovation, political, economic, environmental, and social factors (McClellan, 2011). ECH has a
robust process established to enable the organization to shift as needed (ECH, 2020, 2021a,
2021b, 2021c). However, one facet that can be improved is how ECH communicates initiatives
and programs to frontline staff. The paucity of the literature suggested that organizations often
fail to adequately communicate to key stakeholders the need for change (Barrett, 2002;
Campbell et al., 2015; DuFrene & Lehman, 2014). Often change is vital for organizational
survival, but without a detailed communication plan, staff experience a range of em0tions: for
example, stress, fear, anger, distrust, betrayal (DuFrene & Lehman, 2014), hostility, and
uncertainty (Campbell et al., 2015). For ECH’s intensive care units, change is critical because
without CCRNs providing care to the most critical patients in the organization and beyond
Ontario, the risk of critical care collapse is a reality. If government and healthcare leaders do not
address the moral distress and decreased wellbeing of CCRNs – the risk is extremely high that
CCRNs will continue to leave the nursing profession and intensive care units (Braithwaite et al.,
2020; CCSO, 2019). Also, the increased number of novice CCRNs’ working in intensive care
units is the norm across hospitals across Ontario and beyond (Burmeister et al., 2019; CCSO,
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2019; Helmer et al., 2020). Meaning that, support programs need to be in place to ensure novice
to expert nurses’ transition competently, effectively, and healthy through their career trajectory.
Stakeholder Group: Change Process Communication Plan
The OIP is underpinned by interpretive phenomenology, authentic (George, 2003), and
transformational (Kouzes and Posner, 2017) leadership approaches. Each approach requires
leaders and followers to foster close working relationships and open communication among
internal and external stakeholders. Deszca et al. (2019) suggested that “communication has four
phases: 1) pre-change approval, 2) developing the need for change, 3) midstream change and
milestone communication, and 4) confirming and celebrating the change success” (p. 350).
Whereas, Klein (1996) discussed seven communication principles to consider when
implementing effective communication strategies: (a) repeat messaging results in persons
retaining the intended message; (b) integrating several media options is more effective; (c) inperson communication is the preferred choice when communicating a change; (d) hierarchy
matters when communicating to staff because of a leaders’ authority; (e) a supervisor or leaders
are important because of their daily interactions with staff; (f) opinion leaders affect change
because of their ability to influence their colleagues’ attitudes and opinions; and
(g) communicating important information is associated with relevant and meaningful work, and
therefore, information is more easily retained. For the purposes of this communication plan
Deszca et al. (2019) four phases of communication are discussed.
Pre-Change Approval
The pre-change approval stage occurs when change leaders and agents convince critical
stakeholders that the purpose and goals of the change are required (Deszca et al., 2019). The
pre-change approval stage is crucial because stakeholder buy-in is imperative to mitigate the
risk of resistance. During the first three months, Klein’s (1996) principle of continued repetition
of the message is important because the unfreezing stage requires preparing the intensive care
unit staff for the change and will require CCRNs and leaders to understand the purpose,
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objectives, and overall goals of the change implementation process. The importance of in-person
communication cannot be understated, as providing intensive care staff the opportunity to
partake in two-way communication allows for clarification of the change process and allows staff
to ask questions and receive in-time responses (Klein, 1996). More importantly, sharing inperson communication allows for non-verbal and body language to be analyzed and adds
another facet of information to analyze (Klein, 1996; McClellan, 2011; Nelissen & van Selm,
2008).
DuFrene and Lehman (2014) suggested that effective communication includes listening
intently without distractions, non-verbal language, and being open to various communication
methods. As an authentic leader, I will use diverse ways of communicating and be cognizant that
my position places me in a position of power. Therefore, I need to comprehend that for me to
understand multiple realities, I need to suspend all of my assumptions and presuppositions and
reflect on my own book of knowledge. I must listen with a third ear, as Munhall (2012)
suggested leaders must learn to listen to what is not communicated in words but, rather, the
possibilities and discoveries of what is left unsaid teaches us what persons are feeling and opens
the door to asking simple questions, for example, are you okay? During the first three months of
the communication plan, critical communication is shared with stakeholders, and listening with
a third ear will be critical because understanding verbal and non-verbal communication will
guide how and what needs to be communicated. Meaning that, I must maintain a physical
presence in the five different intensive care units, interact with the leaders and CCRNs. I must
listen to their concerns, feedback, ideas, and suggestions and close the loop of communication
by sending an email to the staff working in the different intensive care units to avoid rumors and
miscommunication.
Developing the Need for Change
Deszca et al. (2019) posited that the communication plan for change needs to have a
purpose and clear direction to decrease the potential for resistance, but more importantly, for
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sustainability for the change. There are four key elements: 1) infuse the need for change
throughout (in particular) the affected portions of the organization; 2) to enable individuals to
understand the impact that the change will have on them; 3) to communicate any structural and
job changes that will influence how things are done; and 4) keep people informed about
progress along the way (p. 349).
Creating awareness for the need for change and reiterating a compelling rationale for
why the change is necessary is the key goal of the developing the need for the change phase in
the communication plan and is congruent with Lewin’s (1947) unfreezing stage. During this
phase, communicating the urgency for the change needs to be the focus. Disseminating a
concrete vision for the change is essential and is articulated and communicated effectively
through various means by integrating several media options: for example, social media, ECH
intranet, email communication, and town halls. These communication mediums increase the
effectiveness of communication and assist in solidifying the intensive care staffs’ understanding
of the change (Klein, 1996). Of utmost importance is that all leaders and the COP members must
be consistent in their messaging and reinforce the purpose, objectives, and desired outcomes for
the support program(s) and align with ECH values (Campbell et al., 2015; Klein, 1996).
Communication is vital to staff affected by the change, regardless of the magnitude of the
change. Campbell et al. (2015) suggested that when communication is transparent and
forthcoming, uncertainty decreases, trust is established, and staff can share in the meaning of
change. Considering Campbell et al.’s (2015) assertion that often change occurs without regard
to the consequences affecting staff, this assertion resonates with CCRNs because they verbalize
that change is not communicated clearly, and often, frontline staff members are not asked for
feedback until it is too late for frontline staff (ECH, 2020). Similarly, the change management
literature asserted that clear communication is often not prioritized and results in frontline staff
not being aware of the change plan (Barrett, 2002; Klein, 1996; McClellan, 2011). Lack of
communication can subsequently result in feelings of ambiguity and anxiety (Klein, 1996) that
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could have been avoided, and resistance to change (Deszca et al., 2019; Klein, 1996) could have
been avoided.
As the change leader and Director, I must ensure the communication plan includes key
stakeholders and different mediums for communicating the change (Klein, 1996). CCRNs are
essential stakeholders and vital to the communication process because they are both opinion
and informal leaders, and they have the capacity to contribute immensely to the communication
plan and determined timelines (Appendix J). Klein (1996) suggested opinion leaders are vital to
the communication plan because they have the authority to influence the attitudes and opinions
of others indirectly. Opinion leaders in nursing extend beyond formal leaders. For example,
team leaders, charge nurses, clinical educators, and the CCRNs participating in the COP are
informal leaders (Douglas Lawson et al., 2019; Downey et al., 2011). I must convey that I value
and believe in the contributions opinion leaders make, and therefore, I must work with the COP
to incorporate frontline CCRNs perspectives into the communication plan but also in the
dissemination of what is communicated. An essential element of the communication plan is for
the CCRNs and leaders to believe the change process is grounded in fair treatment of CCRNs,
who opinion leaders have an influence over.
Campbell et al. (2015) suggested that leaders cannot underestimate how important it is
to manage uncertainty for staff affected by the proposed change—giving staff a sense of control
results in satisfaction throughout the change process. Klein (1996) posited that hierarchical
communication is essential because the position has assumed authority and staff expect the
leader to communicate the proposed change. Once the change implementation plan is
communicated using various mediums: staff huddles on the unit, email communication from
the COP members, town-halls, ECH intranet messages, and my Director weekly updates the
information communicated must be transparent, detailed, and clear to encourage fluidity of
two-way communication (Klein, 1996). My role is twofold, as the change leader and Director and
both roles are vital. I endeavour to answer questions in a transparent and honest manner, clarify
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misconceptions, and engage stakeholders in dialogue ensuring that communication remains
open and authentic (Deszca et al., 2019; George, 2003; McClellan, 2011).
Midstream Change and Milestone Communication
The midstream change and milestone communication will occur during Lewin’s (1947)
movement (i.e., changing) stage of the support program(s). During this stage of communication,
stakeholders will need detailed information at regular intervals to ensure all CCRNs are kept
informed and keep the momentum going while propelling the change implementation plan
forward (Deszca et al., 2019; Klein, 1996; Nelissen & van Selm, 2008). Stakeholders will also be
able to submit questions, ideas, and suggestions ahead of time via an email created for the COP
group. The mid-point of the midstream change and milestone communication plan requires
stakeholders to understand the progress made, monitor the change’s impact, and modify the
process if needed (Deszca et al., 2019; Klein, 1996). This is the stage where the COP, comprised
of internal and external stakeholders, participate in diverse communication methods. For
example, Saruhan (2014) suggested that the medium of how communication will be delivered is
essential. The methodology for communication requires employing downward, upward, and
horizontal communication methods during the movement stage, as new knowledge is being
mobilized and translated, and continued reassurance is important (Klein, 1996; Saruhan, 2014).
Downward communication flows from top to bottom and is disseminated from leaders to
the frontline. Klein (1996) suggested that “line management as communication channel” (p. 39)
is important in the movement stage because accountability and transparency increases as the
implementation plan moves forward. Details are highlighted, and any barriers encountered are
explained (Klein, 1996). A top-to-bottom communication style allows leaders to become well
versed in the project and explain the change implementation process, clarify reasoning for
decisions made, and mobilize the translation of knowledge across the CCRNs working in the
different intensive care units (Saruhan, 2014). Various mediums of communication are
implemented: for example, face-to-face check-in, email, ECH intranet, and town-halls. The
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different communication methods also take into consideration the other means of how a person
processes information based on the different domains of learning.
Upward communication flows from lower to higher levels within ECH and would include
staff reporting to the patient care managers. The CCRNs’ lived experiences and narratives will
inform leaders’ understanding of future programs and policies that need to be developed as
gleaned from the upward flow of communication from CCRNs (Saruhan, 2014). The
perceptional organizational justice theory (Saruhan, 2014).) also aligns with the framework and
theoretical underpinning for the OIP. Overall awareness and understanding between the
different stakeholders require openness, acceptance, and embracing existential spaces that may
be uncomfortable, but providing reassurance and involving staff in the process will decrease
uncertainty (Barrett, 2002).
Although each intensive care unit has a different sub-specialty, the CCRNs are able to
participate and collaborate with horizontal communication among diverse stakeholders. The
horizontal communication occurs among similar staff groups: for instance, the CCRNs can
partake in horizontal communication (Saruhan, 2014) between CCRNs from the different
intensive care units. This will be a vital component to the OIP, as CCRNs are the gatekeepers,
and their engagement will influence the outcome and success of the change implementation
plan. Communication methods need to consider the different stakeholders involved in the
creation of the support program(s): for instance, the CCRNs lead the change through artistic
knowing (i.e., narratives, lived experiences, photovoice).
Confirming and Celebrating the Change
Aligning with Lewin’s refreezing stage, the goal of communication for the confirming and
celebrating the change phase is to ensure processes and policies have been developed to sustain
the change implemented (Klein, 1996). Although small wins have been celebrated throughout
the change implementation plan, CCRNs, leaders, and other stakeholders must be recognized
for their tenacity, commitment, and willingness to participate in the change process (Deszca et
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al., 2019). More importantly, the CCRNs who demonstrated vulnerability and desire to share
their lived realities for change need to be applauded for their courage. Without their voices, the
OIP would not be a reality, and because of the support program(s) outcomes, CCRNs will have
the support they need to address moral distress and how to sustain the retention of CCRNs. The
support program(s) will be available at onboarding when CCRNs are first hired into intensive
care units and then at regular intervals as CCRNs transition through Benner’s (1984) novice to
expert stages, but also when CCRNs request additional assistance, resources, and support.
The impact of the change is clearly recognized and articulated in the refreezing stage, but the
communication must continue to sustain the change (DuFrene & Lehman, 2014; Klein, 1996).
During the confirming and celebrating, the change phase, and the refreezing stage, the
communication methodology needs to be broad and expand beyond the brick and mortar of
ECH. Therefore, a spotlight feature in the Hospital News newspaper and presenting the change
implementation plan findings at the Ministry of Health’s Health Human Resource Steering
Committee would highlight the support program(s) with other healthcare organizations that are
struggling with the human health resource of CCRNs. However, the support program(s) can
extend beyond support for CCRNs because the literature suggested that all health professionals
are suffering from diverse psychological, emotional, and mental health stressors. The COP group
will participate in presenting the implementation plan and subsequent support program(s) to
senior leadership and the Board of Directors.
The ECH Communication Department will disseminate a hospital-wide announcement
from the VP-CNE and send mass communication utilizing social media, for instance, Twitter,
LinkedIn, and Facebook. The final virtual town-hall meeting will be in honour of celebrating the
well-executed support program(s) and the potential of influencing change for CCRNs, both
domestically and globally. The communication plan and execution are vital for CCRNs, leaders,
and external stakeholders to be aware of the change that is imminent, to understand why change
is required, and comprehend the change at different stages. The communication plan is fluid
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and open communication is enco0uraged but also the importance of engaging the frontline to
participate alongside leaders is necessary for sustained change. This can only be achieved when
CCRNs trust the leaders and the leaders comprehend the importance of integrating nurses’
voices as part of the change implementation plan and communication processes.
Small wins such as CCRNs willingness to meet with the COP to ask questions and
contribute ideas during the PDSA cycles will be celebrated and are especially important during
this phase because leaders will hear, for the first-time, and experience what it is like to walk in
the shoes of a CCRN. Thus, fostering the co-creation of internal communication between CCRNs
and leaders is paramount to continue to move the OIP forward (DeFrene & Lehman, 2014). For
this communication plan, the COP members are instrumental in contributing to upward
communication by bringing forward the ideas, suggestions, and feedback from frontline staff.
The COP will be asking questions and understanding the ideals of CCRNs and how future
practices will evolve and inform change (Saruhan, 2014).
Knowledge Mobilization and Communication – The Vital Link for Organizational
Change
Communication is vital to staff affected by the change, regardless of the magnitude of the
change. Campbell et al. (2015) suggested that when communication is transparent and
forthcoming, uncertainty decreases, trust is established, and staff can share in the meaning of
change. Considering Campbell et al. suggested that often change occurs without regard to the
consequences affecting staff, this assertion resonates with CCRNs because they verbalize that
change is not communicated clearly, and often, frontline staff are not asked for feedback until it
is too late and the change has been implemented (ECH, 2020). Similarly, the change
management literature asserted that clear communication is often not prioritized and results in
frontline staff not being aware of the change plan (Barrett, 2002; Klein, 1996; McClellan, 2011).
Lack of communication can subsequently result in feelings of ambiguity and anxiety (Klein,
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1996) that could have been avoided, and resistance to change (Deszca et al., 2019; Klein, 1996)
could have been avoided.
Saruhan (2014) illuminated the importance of ethical communication, which, I would
argue, needs to be integrated into the communication plan. As an ethical and moral leader, I
need to be mindful and sensitive to how communication is worded and ensure that fairness,
equity, and inclusion are threaded in all communication. Saruhan’s perception of organizational
justice theory strongly advocated for fair treatment of persons and can strongly influence how
persons will react and respond to change. Currently, CCRNs have a difficult time trusting
government and healthcare leaders because of the nursing crisis and extensive nursing
shortages (Gonzalez-Gil et al., 2021; Grinspun, 2021); therefore, fairness and respectful
relationships built on trust and transparency must ground the communication plan (McClellan,
2011; Saruhan, 2014. Therefore, as the change leader and Director of the Trauma Program, I
must ensure that my communication aligns with the three constructs of justice perception as
presented in Table 2. After analyzing the table, it is essential to ensure a fair and equitable
communication process is implemented, including timing and focused communication, to
engage CCRNs and leaders.
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Table 2:
Justice Perception Constructs
Justice Perception Construct
Distributive Justice

Definition
(Saruhan, 2014)
Exists when CCRNs perceive they
are being treated fairly and are
compensated for their work.

Intensive care units Communication Plan
Currently, CCRNs do not lead initiatives that
directly affect them on the frontline and their
work.
CCRNs are integrated in different aspects of
disseminating communication (unfreezing stage).

Procedural Justice

Refers to fairness in ECH’s policies
and procedures with equal
distribution of resources.

ECH’s CCRNs will collaborate with developing a
policy and guidelines after the support
program(s)is completed (refreezing stage) to
ensure institutional change is sustained.

Interactional Justice:

Focuses on fair and quality
treatment of CCRNs, include:

COP disseminates communication to CCRNs
working in the different intensive care units.

Interpersonal:
Social interaction between
persons at work

Members of COP are able to answer questions,
clarify misconceptions, and continue to reassure
intensive care staff with factual information
provided through different mediums.

Interpersonal
Informational

Informational:
Characteristics of politeness,
civility, and respect.

Note. Adapted from Saruhan, N. (2014). The role of corporate communication and perception of justice during organizational change
process. Business and Economics Research Journal, 5(4), 143-166.
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Chapter Summary
Chapter 3 outlined the two-year change implementation plan, the change process
monitoring and evaluation, and the overall communication plan. The chapter consolidated the
information discussed and synthesized in the first two chapters. The theoretical and leadership
approaches underpinning the OIP allow internal and external stakeholders to explore utilizing
CCRNs as a conduit for support program(s) and initiatives to address the psychological,
emotional, spiritual distress, and lack of well-being suffered by CCRNs. Embracing the art and
science of nursing allows for (re)examination of support program(s) in tertiary care hospitals.
Without the existential lens informing the work CCRNs do, organizations risk losing them;
science alone cannot capture the essence of CCRNs’ lived experiences or narratives.
The next section discusses the next steps and future considerations for the OIP. To foster
change beyond the ECH system, it is imperative for my work to influence decision making
beyond the brick and mortar of ECH and Critical Care Services Ontario, but rather, to influence
change across Canada and internationally to assist CCRNs and healthcare leaders address the
psychological, emotional, and spiritual distress affecting CCRN wellbeing.
Next Steps and Future Considerations
At the conclusion of the change implementation plan, all five intensive care units in ECH
will have established support program(s) for CCRNs focused on work-life balance, coping
strategies, wellness, and the integration of evidence-based qualitative and quantitative research.
The support program(s) co-created by CCRNs and leaders are pre-emptive versus reactive,
whereby prevention and early assessment of psychological, emotional, and spiritual distress are
identified early to ensure CCRNs get the needed support. Through the PDSA cycles and the
refreezing stage, the support program(s) would be solidified; therefore, CCRNs will understand
how to get the support they require but, more importantly, what resources are available to them.
However, the support program(s) must be re-evaluated every two years with changing political,
economic, social, technologic, and environmental influences.
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Mitigation strategies to reduce and assess for burnout and well-being need depth and
breadth of consideration because these concepts are multifaceted, and interventions may need
to be revised and updated to ensure intensive care units foster a “supportive culture,
relationships, leadership, as well as individual-level interventions: education, stress reduction
tools, access for support for moral distress” (Maunder et al., 2021, p.1). Leaders need to
comprehend that CCRNs working in an intensive care unit are automatically at higher risk of
exhibiting moral distress, mental health illness, and PTSD (Brown et al., 2021; Danella et al.,
2017; Ford, 2020). Therefore, ECH must ensure support program(s) are sustained and consider
future funding to mitigate patient and CCRN safety risk. ECH leaders at all levels have a critical
role in creating a supportive, nurturing, and positive culture at different levels (Schein, 2017)
within ECH: unit, program, and organization. Senior leaders within ECH need to continue being
present in the intensive care units to encourage open communication and transparency but also
to blur the existing binaries between frontline and leaders. Furthermore, continuing to cultivate
a culture that discourages presenteeism, “the action of employees coming to work despite having
a sickness that justifies an absence and as a consequence, they are performing their work under
sub-optimal conditions” (Canadian Mental Health Association, 2015, para 1). When leaders and
CCRNs actively work to reduce systemic influences resulting in moral distress, inequity,
exclusion, and disrespect, a new needs assessment needs to be completed to pre-emptively
intervene and respond to frontline CCRNs’ needs; however, encouraging and fostering
openness, collegiality, and recognizing sacrifices and achievements are critical to sustain
positivity within the intensive care units at ECH.
Political Influences
The COP members will continue to meet every fiscal quarter to assess the support
program(s)and the interventions implemented and to ensure the program is meeting the needs
of CCRNs based on the evaluation and refreezing stage (Lewin, 1948). Leaders and CCRNs need
to continue to assess political influences and view change from a political lens to allow early
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conversations to bring concerns forward as internal and external and PESTEL influences arise
(Deszca et al., 2019). Continuing to integrate multiple worldviews is necessary to uphold the
commitment to diversity, ethics, social justice, and advocacy to prevent returning to the status
quo where a Western standpoint is prioritized.
Influencing a Larger Landscape
The OIP illuminates a gap in programs within healthcare organizations and the failure to
intersect the art and science into intensive care units. The change implementation plan and the
collaboration between leaders and CCRNs present the opportunity to bridge the practice-theory
gap by the rich data collected. These data will contribute to themes and priorities needed to
understand what CCRNs require to continue working in intensive care units, achieve work-life
balance, and have the opportunity to embrace existential spaces (Jonas-Simpson, 2010) to
decompress as a result of work stressors. The support program(s) will be presented to senior
leadership and the Board of Directors at ECH and at domestic and international critical
(intensive) care conferences to contribute towards the scholarship of the profession and
discipline. More importantly, the support program(s)will be shared with the Health Human
Resource Ministry of Health Steering Committee to assist other healthcare organizations facing
the same nursing shortage crisis. The RNAO is a prominent organization who brings attention to
nursing and nurse related initiatives, presenting this OIP to RNAO leaders may also inform
Registered Practical Nurses Association of Ontario and Nurse Practitioner Association of
Ontario because the staffing shortage crisis and moral distress and nurse well-being affects all
nurses. CCSO (2019) has resources available on their website; working with Ministry leaders,
the support program(s) may become part of CCSO’s toolkit for intensive care units in
organizations within Ontario. Ontario Health and Ontario Hospital Association would also
benefit from the findings of this OIP given their renowned status and influence at high level
meetings with diverse healthcare groups and organizations. The international reach of the
support program(s) can have significant contributions in retention of CCRNs and how leaders
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and nurses have the ability to work collaboratively by exploring the shifting of hierarchical
paradigms.
The knowledge gleaned by the change plan and PDSA cycles has the ability to make
significant contributions to subsequent research studies and publications. The CCRN support
program(s)can also be integrated into different acute care areas of ECH (i.e., palliative care,
oncology, medicine, surgery, and gerontology) and areas outside of the nursing profession, such
as environmental services (i.e., housekeeping) and security and allied health professionals. The
impact the OIP has towards knowledge translation and mobilization has the potential to
influence change at provincial, national, and international levels.
Although solution three, which encourages CCRNs to develop and integrate a Pause
Break, was not chosen as a priority solution for the OIP, a Pause Break can be introduced into
the different intensive care units by Advanced Practice Nurses, Clinical Educators, and Patient
Care Managers at a later time. This will require a culture change that reflects acceptance, and
when CCRNs request the need for a Pause Break, there will be no judgement. Before a Pause
Break can be introduced to the different units, leaders and CCRNs must establish trust,
psychological safety, and transparency. Eventually, a Pause Break may be introduced when the
support program(s) has been sustained and the CCRNs are ready to add another coping strategy
to their toolkit.
OIP Conclusion
In conclusion, the overwhelming effects of working in the intensive care units have
contributed to an increase in PTSD, mental illness, and moral distress of CCRNs. COVID-19 has
contributed to the mass exodus of CCRNs and the nursing shortage crisis crippling the health
human resources of organizations in Ontario, Canada, and around the world. The impetus for
the PoP: research into the lack of support required to address the psychological, emotional, and
spiritual distress suffered by CCRNs in a tertiary care hospital in Central Ontario and
subsequent OIP is meant to illuminate current programs are developed from a Western
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worldview. Without CCRNs informing what support program(s) they need to cope with the
everyday stressors of working in the intensive care units, then we risk losing this valuable health
human resource.
Incorporating interpretive phenomenology and authentic and transformational
leadership allows for exploring interweaving the art and science of nursing to conduct a change
implementation process that will engage leaders and CCRNs to participate in co-creating
support program(s) for nurses working in intensive care units. Utilizing Lewin’s (1947) threestage change model and the PDSA cycles allows for implementation of the plan, which has been
detailed with the methods for monitoring, evaluation, and a robust communication plan.
The OIP has the potential to inform CCRN retention and recruitment through
translation and mobilization of knowledge gleaned through the OIP and implementation of the
support program(s) for CCRNs working in the intensive care units at ECH. The findings and
implementation plan will be presented at critical care conferences, and at the MHLTC Health
Human Resource Steering Committee. The findings will be published to contribute to the
scholarship of the nursing profession and discipline, both domestically and internationally.
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Appendix A: Organizational Chart—Excelicare Hospital
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Appendix B: Force Field Analysis

Note. Analysis tool adapted from Organizational Change: An Action-Oriented Toolkit (4th ed., p. 210), by G. Deszca, C. Ingols, & T.
F. Cawsey, 2020, SAGE Publication Inc.
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Appendix C: Stakeholder Analysis

Note. Analysis tool adapted from Organizational Change: An Action-Oriented Toolkit (4th ed., p. 210), by G. Deszca, C. Ingols, & T.
F. Cawsey, 2020, SAGE Publication Inc.
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Appendix D: Stakeholder’s Readiness to Take Action

Note. Analysis tool reproduced from Organizational Change: An Action-Oriented Toolkit (4th
ed., p. 218), by G. Deszca, C. Ingols, & T. F. Cawsey, 2019, SAGE.
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Appendix E: Novice to Expert Personal Narrative.
Reflecting on a clinical situation when I was mentoring Jane (pseudonym), a novice
nurse working in the intensive care unit, I left the shift realizing that depending on our
experiences, education, and how we are mentored makes a difference in how we transition in
our nursing career, but more importantly, depending on the where we are situated – novice to
expert requires different support, guidance, and resources to thrive in intensive care. On Jane’s
first day on the unit, we were assigned a 23-year-old-male trauma patient; he was intubated and
required 15 different intravenous medications to keep him alive. I remember the intra-aortic
balloon pump softly pumping (a soothing sound for me because it meant his organs were being
perfused while decreasing the workload on his heart). His body, bruised, battered, and swollen,
lay still in the bed with multiple fractures. I noticed Jane had stopped in the doorway, she was
visibly shaking, and her eyes were huge. I gently took her hand in mine, and in a soft voice, I
said, “It’s okay, this is just the extra stuff. Our priority is the human being in that bed.” I
performed my assessment as I explained to Jane everything I was doing. Guiding her
stethoscope and mine across the patient’s chest, I observed her relax, but she never left my side.
I realized that using a gentle approach, speaking quietly, and using role modelling to teach
effectively calmed Jane down. This brief narrative illustrates that depending on Benner’s (2004)
developmental stages: novice, advanced beginner, competent, proficient, and expert, will
determine the support the CCRNs need. Jane had completed the Critical Care Certificate Course
(specialization), corporate and unit orientation, and had practiced for three years on a medicalsurgical unit, but she was still overwhelmed. Although Jane was not a novice nurse on the
medical-surgical unit and she had acquired clinical knowledge and skills, she was not yet a
CCRN. Feeling ill-prepared and inadequate caused Jane angst because she perceived she did not
know what she was doing, despite completing a critical care certificate and practicing in acute
care for two years.
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Appendix F: Burke-Litwin Model of Organizational Performance and Change

Note. Taken from https://hislide.io/product/burke-litwin-model-of-change-free-template/

149
Appendix G: Burke-Litwin Model in Relation to the OIP
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Appendix H:
Change Implementation Plan
Change
Implementation
Timeframe
(fiscal year:
April 1st to
March 31st) &
Objective to Be
Achieved

Alignment with
Lewin’s ThreeStage Force Field
Model
of Change Theory
(1951)

Year One:

Unfreezing Stage: Individual &
Personal Factors
• Old practices
are assessed
• Tasks & skills
• Behaviours are
• Motivation
analyzed
• Individual
• Change
Needs & Values
happens at
• Individual &
ground level
organizational
• Bringing
performance
together
• External
CCRN/leaders
environment

Beginning of April
– end of July
Objective:
Develop a
Community of
Practice (COP)

Alignment with
Burke-Litwin
Performance
Change
Model (1992)

Alignment of
ECH Strategic
Plan (2021)

•
•

•
•

Collaboration
among ECH
staff
Position teams
at the
forefront of
innovation,
education, and
leadership
Staff modeling
ECH values
Focus on
Person
Centered Care.

Deliverables within Timeframe

•
•
•

•
•
•
•

•

Review of ECH Mission, Vision,
and Values
Assessment of critical care unit
and nurse culture.
Assessment of culture in the
intensive care units, nurse culture,
and leadership approaches
including that of unit team leaders
Brainstorming with COP.
Communicate final version of
vision to VP-CNE for feedback and
approval.
Schedule and attend meetings
with COP.
Identify the learning needs of the
community of practice group
(Lewin, Burke & Litwin, and
Benner’s work).
Decide which intensive care unit
will be the first unit to participate
in initiative and conduct PDSA
cycles.
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Change
Implementation
Timeframe
(fiscal year:
April 1st to
March 31st) &
Objective to Be
Achieved

Alignment with
Lewin’s ThreeStage Force Field
Model
of Change Theory
(1951)

Alignment with
Burke-Litwin
Performance
Change
Model (1992)

Alignment of
ECH Strategic
Plan (2021)

Deliverables within Timeframe

•
•
•

Year One:
Beginning of
August – end of
March

Objective:
Team
cohesiveness
achieved, working
collaboratively
and sharing of
information and

Movement Stage:
• CCRNs and
leaders come
together to
identify the
change plan
and strategies
to be utilized.
• CCRNs share
personal
narratives and
lived
experiences
with the COP.
• Articulation of
the driving
forces
propelling the
change forward

Transformational
Factors:
• Mission &
Strategy
• Leadership
• Organizational
Culture

• Collaboration
among ECH staff
• High performing
teams –
strengthen teams
through equity,
diversity,
inclusivity,
education, and
wellness.
• Foster a culture
of respect and
civility
• Build
connections and
support life-long

Identify the order of subsequent
intensive care units for
implementation of PDSA Cycles.
Unit 1 to 5 scheduled for PDSA.
Identify the learning needs of the
community of practice group
(Lewin, Burke & Litwin, and
Benner’s work).

• Brainstorming and categorization of
priority themes emerging from
narratives, and artistic mediums.
• Continue to attend scheduled
meetings.
• Complete analysis of phenomena
from narratives
• Complete thematic analysis
• Develop draft support program
Review monthly Human
Resources Vacancy Report.
• Integrate questions for the yearly
Employee Engagement Survey with
Human Resources assistance.
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Change
Implementation
Timeframe
(fiscal year:
April 1st to
March 31st) &
Objective to Be
Achieved
priority support
identified.

Year Two:
Beginning of April
– the end of April

Objective:
Full
implementation of
support needed
for CCRNs and
change initiative
disseminated to all
CCRNs and

Alignment with
Lewin’s ThreeStage Force Field
Model
of Change Theory
(1951)

Alignment with
Burke-Litwin
Performance
Change
Model (1992)

and the
restraining
forces that will
prevent the
change from
happening are
identified.
• Without a
cohesive COP,
change cannot
happen
Refreezing Stage:
• Implementation
and integration
of the change
occurs.
• Leaders must
situate
themselves
alongside the
CCRNs.
• The leaders and
CCRNs
commitment
and motivation
is instrumental

Alignment of
ECH Strategic
Plan (2021)

Deliverables within Timeframe

learning within
and across teams.
• Identify
upcoming and
emerging leaders.

Transactional
Factors:
• Organizational
structure
• Management
practices
• System & Policy
• Work Unit
Climate

• Collaboration
among ECH staff
• High performing
teams –
strengthen teams
through equity,
diversity,
inclusivity,
education, and
wellness.
• Foster a culture
of respect and
civility
• Build
connections and
support life-long

• Disseminate findings to senior
leadership group, Trauma Program
leaders and staff (CCRNs).
• Implement project to all critical care
units.
• Continue monthly meetings and
updates to VP-CNE for addressing
strengths, concerns, gaps, and areas
to improve.
• Evaluate and communicate outcomes
to internal stakeholders.
• Submit an abstract to present at the
Canadian Association of Critical Care
Nurses.
• Work with the community of practice
group to submit a publication.
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Change
Implementation
Timeframe
(fiscal year:
April 1st to
March 31st) &
Objective to Be
Achieved
leaders within
ECH.

Alignment with
Lewin’s ThreeStage Force Field
Model
of Change Theory
(1951)

to sustain the
change.
• The refreezing
stage is
solidified and
the change is
the new norm.

Alignment with
Burke-Litwin
Performance
Change
Model (1992)

Alignment of
ECH Strategic
Plan (2021)

learning within
and across teams.
• Strengthen the
patient journey.
• Achieve best
possible patient
and staff
experience and
quality outcomes.
• Support
emerging leaders.

Deliverables within Timeframe

• Discuss with senior leaders and ECH
stakeholders how this project can be
integrated in other areas of the
organization.
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Appendix I:
Community of Practice Member Role and Responsibilities Chart
Role/Participant(s)

Person(s)
Responsible

Conceptual
Definition

Authentic
Leadership
(George,
2003)

Kouzes and
Posner
(2017)

Deliverables

Change leader

Director of
Operations,
Trauma Program
(myself)

People who seek
improvement
opportunities,
they take action,
and seek different
ways of doing
things (Deszca et
al., 2019).

Purpose
(Passion)
Values
(Behavior)

Inspire a
Shared Vision
Enable Others
to Act

• Meet with VP-CNE and
Director Interprofessional
Practice– overall summary
OIP-DIP
• Meet with Spiritual Care
Department for support &
confirm EAP support with
Human Resources
• Send out an expression of
interest to CCRNS and
leaders (Critical Care)

Change Agent
(used
interchangeably by
Deszca et al., 2019)

Director of
Operations,
Trauma Program
(myself) &
Director
Interprofessional
Practice

People who seek
improvement
opportunities,
they take action,
and seek different
ways of doing
things (Deszca et
al., 2019).

Purpose
(Passion)
Values
(Behavior)

Inspire a
Shared Vision
Enable Others
to Act

• Review applicants for
expression of interest
• Select members based on
inclusion criteria for
membership (goal one)

Change Initiators

Director of
Interprofessional
Practice
Patient Care
Managers

Change initiators
are persons in
positions of power
(manager,
director), they

Values
(Behavior)
Heart
(Compassion)

Challenge the
Process
Enable Others
to Act

• Take CCRNs off the
schedule to attend
meetings
• Block leader calendars to
attend meetings
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take action and
develop a vision
for change
(Deszca et al.,
2019).

• Communicate support at
workshop
• Commit to engaging and
participating
• Prioritize & commit to a
safe space

Change
implementer(s)

Community of
Practice Group
Members
(CCRNs, PCMs,
APNs, CEs, AA,
Chaplain)

Change
implementers are
vital because they
make the change
work. Change
implementers
bridge to the
desired end state”
(Deszca et al.,
2019, p. 27).

Relationships
(Connectedness)
Heart
(Compassion)

Enable Others
to Act
Encourage the
Heart

• Learn different theories
guiding project
• Participate in sharing
narratives/lived
experiences & analyze
stories (themes emerge)
• Assess, develop, &
implement supports to
help CCRNs-PDSA cycles

Change
facilitator(s)

Community of
Practice Group
Members
(CCRNs, PCMs,
APNs, CEs,
Admin Assistant,
Chaplain)
Change Leader

The change
facilitators
comprehend the
“change process
and assist the
organization to
work through
change issues;
they serve as
consultants to
change leaders
and the teams”
(Deszca et al.,
2019, p. 27).

Self-Discipline
(Consistency)
Relationships
(Connectedness)
Heart
(Compassion)

Model the
Way
Enable Others
to Act
Encourage the
Heart

• Change leader and 1 CCRN
will update VP-CNE
• Implement and monitor
change plan (priority 1)
• Continue to attend
regularly scheduled
meetings
• Regular touch base with
Chaplain
• Continue to reaffirm
‘envisioned future’
• Continue to keep
community of practice
engaged
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Recipients of
Change

ECH CCRNs and
Leaders

Persons at the
receiving end of
change, recipients
will have various
reactions to
change: “support,
mixed feelings,
and resistance to
change” (Deszca et
al., 2019, p. 22).

Values
(Behavior)
Relationships
(Connectedness)
Self-Discipline
(Consistency)

Model the
Way
Challenge the
Process
Enable Others
to Act

• Assess, develop, &
implement supports to
help CCRNs-PDSA cycles
• Address recipient concerns
• Town halls & regular
communication for
updates
• Evaluate process
• Update senior leadership
(presentation of work)
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Appendix J:
Communication Plan and Timeline

Time
Frame

Phase
(Deszca et
al., 2019)

Lewin’s
(1951) ThreeStage Force
Field Model
of Change

Beginning
of April to
end of
July

Pre-change
approval

Unfreeze Stage

Stakeholders

Communication Methods

Change leader

Face to face meeting

VP-CNE

Email Updates

Change agent

Meetings with COP & Meeting Minutes

COP

Beginning
of August
to the end
of
December

Developing
the need for
change

Unfreeze Stage

1

VP-CNE:
Feedback
Attendance
Participatory
engagement1

Change leader

Biweekly check-in

Attendance

Change initiators

Email Updates

Project sharing

COP

Meetings with COP & Meeting Minutes

Chaplain

Celebrate small wins

(Year 1)
Beginning
of January

Evaluation

Personal Projects: Photovoice, poetry, art
Midstream
change and

Movement
Stage

COP

Biweekly check-in

Attendance

Participatory engagement seeks to simply reform the status quo; participation requires only that the system itself (composed of a consulting body,
stakeholders, ideas and resources) be brought together to comment, collaborate, or plan about existing models of public service. Engagement requires much
deeper exploration, introducing new mental models, completely new ways of doing business and transforming stakeholders to co-creators (Corrigan, n.d).
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to the end
of March

milestone
communicat
ion

(Year 1)

Beginning
of June to
end of
March
(Year 1-2)

Beginning
of April to
end of
April
(Year 2)

Midstream
change and
milestone
communicat
ion

Movement
Stage

(Middle
phase)

Confirming
and
celebrating
the change

Change leaders

Meetings with COP & Meeting Minutes

Survey Monkey
results

Change agents

ECH Intranet – Critical care staff portal

Change facilitators

Celebrate small wins

Recipients of
change

Survey Monkey (5-10 questions)

COP

Weekly check-in

Attendance

Change leaders

Email Updates

Change facilitators

Celebrate small wins

Participatory
engagement

Recipients of
change

Meetings with COP & Meeting Minutes

Virtual TownHall results

Critical care staff Virtual Town-Hall
(dissemination of information and obtain
feedback)

ECH Intranet – Critical care staff portal

Survey Monkey
results

Critical care staff Virtual Town-Hall
(dissemination of information and obtain
feedback)
Refreezing
Stage

COP

ECH Wide Announcement via intranet

Social Media hits

Change leaders

from VP-CNE

Attendance

Change agents

Spotlight Feature in Hospital News

Change initiators

Virtual Town-Hall to celebrate success

Participatory
engagement

Change facilitators

Email to internal and external stakeholders

Recipients of
change

Present to Senior Leadership Group
Present to Board of Governors
Present to Ministry Health Human
Resource Steering Committee
Social Media: Twitter, LinkedIn, Facebook
Group

Survey Monkey
results
Virtual TownHall:
Celebrate a big
win –
recognition of all
CCRNs/leaders
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Appendix K
PDSA Cycle One (each ICU unit) – Bringing the Voices of CCRNs to the Forefront of Change
PDSA
Stage

Plan

Timeframe

3 months

Person(s)
Responsible

Target
Audience

COP

Change
Recipients

Methods for Data
Collection
and Analysis
•
•
•
•

•
•

Meetings
Focus groups
Semi-structured
interviews
photovoice, art,
poetry, personal
stories, journal
PreQuestionnaires
ECH Employee
Engagement Survey
(ECH, 2021a)
Complete the
Health-Related
Quality of Life–4
(HRQOL-14)
questionnaire preintervention.

Predicted Outcomes

•
•
•
•

•
•
•

•
•
•
•

Schedule meetings with COP and VPCNE
1-day workshop for COP group
members.
Develop a shared vision, values and COP
working philosophy.
Understanding of Lewin’s Three Stage
Force Field Model for Change, BurkeLitwin Performance Change Model,
Benner’s Novice to Expert, and PDSA
cycles
Prepare interview questions
Develop Terms of Reference
Collate findings from internal and
external needs assessment, examine
PESTEL and internal/external drivers
impacting PoP.
COP develops enhanced knowledge and
working relationships
CCRNs share narratives, lived
experiences, and work realities.
Develop leadership and mentoring skills
Develop awareness of strengths,
weakness, opportunities for
personal/professional growth
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PDSA
Stage

Do

Timeframe

7 months

Person(s)
Responsible

COP

Target
Audience

Change
Recipients

Methods for Data
Collection
and Analysis

•
•
•
•

•

Predicted Outcomes

•

Openly discuss inequity, racism, cultural
norms, and social justice to help meet
objectives.

Meetings
Semi-structured
interviews
Participant
observation

•
•

Positive working relationships
Respect and civility

•

Post- ECH
Employee
Engagement Survey
(ECH, 2021a).
Complete the
Health-Related
Quality of Life–4
(HRQOL-14)
questionnaire preintervention.

•
•

Co-creation of interventions to
implement into support program
Reaffirm vision for change
Engagement, participation,
collaboration
Enhanced coping strategies
Understand the underlying causes of
psychological, emotional, and spiritual
distress.
Identify supports and resources
available at ECH.
Celebrate small wins
Participate in team building exercises
Model the way for other CCRNs
Shift perspectives to positives, be the
voice of change.
Mentor CCRNs and foster a positive
working relationship.

•
•
•
•
•
•
•
•
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PDSA
Stage

Study

Timeframe

3 months

Person(s)
Responsible

COP

Target
Audience

Methods for Data
Collection
and Analysis

Change
•
facilitators,
Change
•
recipients
•
•

•

•
•

Act

4 months

COP

Change
recipients

•

Predicted Outcomes

COP evaluate the
PDSA cycles by:
Documenting
change,
observations
Participate in
reflexivity and
reflective practice
Assess pre-post
results for the ECH
Employee
Engagement Survey
and HRQOL-14
questionnaires.
Participate in an
iterative process
with al data
collected.
Pre/debriefs as
needed-moderated
by Chaplain.
Write report and
findings to present
to VP-CNE.

•
•
•

Yearly ‘Employee
Engagement Survey’

•

•
•
•
•
•
•

•

In-time (re)evaluation of processes
Revise and adapt processes as needed
Conduct a thematic analysis and
prioritize themes.
From priority themes – identify root
cause(s)
Review timelines
Celebrate small wins
Team building exercise
Comprehend the importance of ongoing
and frequent communication.
Review and assess for any changes for
the PESTEL, strategic plan, OIP
objectives and PoP.

Review results and analyze trends for
the Employee Engagement Survey’
Review monthly Human Resource
vacancy report and trend data.
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PDSA
Stage

Timeframe

Person(s)
Responsible

Target
Audience

Methods for Data
Collection
and Analysis
•
•

Human Resource
CCRN vacancy
report
Explore
sustainability of
envisioned future
state

Predicted Outcomes

•
•

Complete implementation of
intervention for the support program.
Develop policy and procedures to
solidify change implementation plan.

163
Appendix L:
Health-Related Quality of Life-14 Questionnaire2

164

Note. Taken from: Centres for Disease Control and Prevention. (2000). Health-Related Quality
of Life (HRQOL). Retrieved from: https://www.cdc.gov/hrqol/index.htm

2

Assessment: Health-Related Quality of Life. (2010, July). The Complete Practitioner.
(http://www.thecarlatcmeinstitute.com/complete/html/assess/HRQOL-14.pdf), pp. 6–7

